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for appropriate medical management of epilepsy 


he Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


- complete control of seizures in many patients 
- reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 


0.1 Gm. in bottles of 100 and 1,000. 


® Kapseals (Dilantin 100 mg., phenobar- 
ali iil bital 30 mg., desoxyephedrine hydro- 


chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


® Kapseals (methsuximide, Parke-Davis) 
2 On i | 0.3 Gm., bottles of 100. 
Kapseals (phensuximide, Parke-Davis) 
® 0.5 Gm., bottles of 100 and 1,000. 
| ; Suspension, 250 mg. per 4-cc. teaspoon, 


16-ounce bottles. 
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“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN-—and he’s edema-free when he 
wakes in the morning.” 


oral 


organomercurial 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 


LAKESIDE 
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)“‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


NITROGLYCERIN — 


0.4 mg. (1/150 grain)—acts quickly 


CITRUS “FLAVOR-TIMER” — 


signals patient when to swallow 


PENTAERYTHRITOL TETRANITRATE — 
15 mg. (1/4 grain)—prolongs action 


ANGINA PECTORIS 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


Bottles of 100. 
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One of a Series of Newspaper Ads 
Directed to Your Patients 
and Our Customers.... 


are physicians 


The medicine men of old and | 
their mystical remedies have just about 
disappeared. Today, medical science knows 
the causes of most illnesses and has developed 
medicines and treatments for their cure. 
Occasionally, however, when you're ill, you may 


get voodoo-medicine advice from self-appointed 
medicine men. If you do. . . disregard it. 

Always heed your physician, not superstitious 
neighbors. And, should your physician prescribe one 
of today’s modern drugs, entrust his 

prescription to Peoples for quick accurate service 

.. priced with uniform economy.. 


Bring Your Next Prescription to Peoples 


\PEOPLES Certified 
|PRESCRIPTIONS 


& AT ALL PEOPLES SERVICE DRUG STORES 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


@ Zanchol produces a bile low in sediment. 
@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


© Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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ACHROMYCIN: V 


Tetracycline and Citric Acid Lederle 
A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
Acuromycin V. 


The reason for this decided preference 
is simple. 


For more than four years now, you and 
your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and, more recently, 
Acuromycin V tetracycline and 

citric acid, 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 


significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
Acuromycin V—the choice of 


physicians in every field and specialty. 


LEDERLE LABORATORIES 
a Division of 


AMERICAN CYANAMID COMPANY 
Pear! River, New York 
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PETN + QC) ATARAX®S 


( Ou oF wromoxvzime) 


ET. 9 For cardiac effect: PeTN is “. . . the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two? For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . . . require less 
nitroglycerin ... have increased tolerance to physical effort 
...and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 
Dosage and Supplied: Begin with 1 to 2 yellow CarTRax “10” 
tablets (10 mg. PeETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
Division, Chas. Pfizer & Co., Ine. 2" tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
ee he write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 
CARTRAX should be taken 30 to 60 minutes before meals, on a 


continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma, 
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Comments by investigators on 


Ofethocarbamol Robins, U.S. Pat. No. 3770649) 


-the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


4. Carpenter, Southern Medical Journal 1958. 
2. Forsyth, H. F.: 4.A.M.A. 16711638, 2. 4. M., and Troitt, E. B.. Pharm. 


& Exper. 119:161, 1657. 4, Morgan, A. M., Truitt, B., dr., and Little, M.: 4. 
Am. Pharm + Sel. Ed. 46:374, 1957. &. O'Doherty, D. 58. 
167:160, Park, 4.A.M.A. 1671168, 1958. 7. Truitt, E. Jr., and Patterson, 
R. B., Proc. Exper. & Med. 05:422, 1957. ©. Truitt, E. B., Jr., Patterson, R. B. 
Morgan, A. M., ond Littie. Pharm, & Exper Therap. 119:189, 1997. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 
Summary of four new published clinical studies; 


Robaxin Beneficial in 95.67% of Cases of Acute Skeletal Muscle Spasm'.*°.« 


NO. 
PATIENTS 


CONDITION RESPONSE 


stupy 1' “marked” derat 
Skeletal muscle 


spasm secondary to 
acute trauma 


sTuDy 2? 
Herniated dise 
Ligamentous strains 
Torticollis 
Whiplash injury 
Contusions, 

fractures, and 
muscle soreness 
due to accidents 5 


stupy 3° 
Herniated disc 
Acute fibromyositis 
Torticollis 

stupy 4° 


Pyramidal tract 
and acute myalgic 
disorders 30 27 


slight | none 


“excellent” 
6 2 
8 


“significant” 


TOTALS 138 104 28 4 2 
(75.3%) | (20.3%) 
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Americas 
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ence, methocarbamol has af- | ae 
able side effects or toxic 
was obtained in all patients with 
acute skeletal 
| acute muscle spasm." 
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2 1 — “In no instance was there any ae 
study has demonstrated 
Bt methecarbamel (Rebaxin)is 
superior skeletal muscle relax- 
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PENETRATES 


SOFTENS FECES 


ADDS FORMED BULK 


EASES EVACUATION 


*Unique encapsulation of 
millions of minute oil 
globules by Irish moss 
assures complete pene- 
trant diffusion in stools. 


IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH “oss (patch) (patch) 


PROVEN SAFE...EFFECTIVE - IN PREGNANCY - IN 
CHILDHOOD ~ IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS + THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 

for the average patient 

KONDREMUL (Plain) 

containing 55% mineral oil. Bottles of 1 pint. 

for more hypotonic cases 

KONDREMUL WITH CASCARA 

0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 
Bottles of 14 fl.oz. 

for more resistant constipation 

KONDREMUL WITH PHENOLPHTALEIN 

0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 
Bottles of 1 pint. 


THE E. L. PATCH COMPANY Stoneham, M 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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in very special cases 
a very superior brandy... 


specify 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


HENNESSY 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By B. BLanTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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FOR IRON DEFICIENCY ANEMIAS 
THE ORIGINAL HEMATONIC 
WITH “INSURED IRON” 


GLOBOTRIN’ 


patch 


® insured for therapeutic effect by inclusion of vitamin 
and enzyme metabolites 

@ insured against side effects by better tolerated ferrous 
lactate and methylcellulose to maintain ‘bowel equilibrium”’ 
@ particularly valuable for pregnant and geriatric patients 
@ easy to take — in small, thinly coated tablets 


EACH RED, COATED TABLET CONTAINS: 
Ferrous lactate . . . . 195 mg. Ger) 
(suprtying 37 mg. elemental iron) 
Vitamin B., crystailine with 
intrinsic factor concentrate 0.5 U.S.P. unit® 
Thiamine hydrochioride . . . . . 25m. 
Ascorbic acid 
Betaine hydrochloride 
Methyicellulose 


Supplied in bottles of 60 tablets. 


{ patch THE E.L. PATCH COMPANY 


7O YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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THE SANBORN model 300 VISETTE 


lectrocardiography no longer has to be limited to the office or laboratory. 
13 With the recently developed Sanborn Visette electrocardiograph, 
’cardiography can now be brought fo your patients, making this diagnostic 
technique a practical procedure in virtually amy examination — whether at 
the patient’s home, in the hospital, in the clinic of an industrial plant, or in 
some other location. You — or your nurse — can pick up a Visette (complete 
with its electrodes, Redux paste and other accessories) as easily as your bag; 
its 18 pounds and brief-case size have made ECG portability a long-awaited 
$625 delivered, continental U.S.A. reality. And this true portability has been achieved without loss of accuracy 
or dependability. Modern electronics contributes greater reliability, as well 
as added convenience, to Visette design; transistors, special ruggedized 
tubes, printed wiring, pushbutton grounding, fully automatic amplifier 
stabilization between lead changes, ‘“‘double-check” calibration signals — 
help assure continued accuracy after miles of Visette traveling ‘‘on call.” 
Ask your local Sanborn Branch Office or Service Agency man to show you 
— firsthand — this modern, portable ECG. See why the Visette is the only 
The familiar Model 51 -: instrument that can add the advantage of ‘cardiography to any of your 


Viso-Cardiette — in use 
today throughout the examinations, so easily. 


world —is available as 
Ths longer, 34 SANBORN COMPANY 
standard” in thousands of MEDICAL DIVISION 


practices. Price $785 del. 176 WYMAN S8T., WALTHAM 64, MASS, 


Beruespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 
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Two to grow on... 


PABLUM Cereals are the original pre-cooked cereals for babies. 
Vitamin and iron enriched. Pablum Mixed Cereal, Rice Cereal, 
Barley Cereal, High Protein Cereal, Oatmeal . . . the baby cereals 
made to pharmaceutical standards—especially processed for extra 
smoothness and lasting freshness. 

BiB Juices are the newest addition to the Pablum Products family. 
The first medically accepted orange juice for babies is branded BiB. 
All five BiB Juices are processed to meet babies’ special needs — 
Orange, Orange-Apricot, Prune-Orange, Pineapple with Acerola, and 
Apple with Acerola. 


You can specify Pablum Products with confidence... 


\ Mead Johnson 


Symbol of service in medicine © Pablum Products Division of Mead Johnson & Company, Evansville 21, Indiana 
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when eating moves outdoors... 


CREMOSUXIDINE 


SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 


CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 
mucosa. 


Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 


CREMOSUXIDINE and SULFASUXIDINE Gs) D MERCK SHARP & DOHME 


are trade-marks of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: +4 vid. 
Sulfaguanidine 2 Gm. 


Opium tincture ............. 0.08 cc. 


(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from ‘ 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 |b. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. 


Exempt Narcotic. Available on Prescription Only. 
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Suifamethoxypyridazine Lederte 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.* 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 


infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 

references : 

1 Grieble, H.G., and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfameth idazine, New England J. Med. 
2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Liderte ) 
*Roeg. U.S. Pat, Off. 
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triple benefits 


fi rst relieves apprehension, anxiety and irritability 


restores endocrine balance; relieves vasomotor 
secon d and metabolic disturbances 


» 1 relaxes skeletal muscle; relieves low back pain, 
h tension headache 


@ Each tablet contains: 
Te Miltown (meprobamate, Wallace) . . . 
2-methyl-2-n-propyl-1,3-p dial di 


MILTOWN® CONJUGATED ESTROGENS Conjugated Estrogens (equine) 
2 TRANQUILIZER WITH (EQUINE) 


Dosage: 1 tablet t.i.d. in 21-day courses 

Hy with one week rest periods; should be 
e adjusted to individual requirements. 

WW} WALLACE LABORATORIES, New Brunswick, N. J. Literature and samples on request 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


synergistic action of 


fixed proportions 
of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


BELBARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES Bicker COM PANY, Richmond, Virginia 


VirGINIA MepicaL MONTHLY 


Fair 
Change A 
Rain | 
Stormy 
r 
4 4 
t 
te 
2? 
‘ 


DIGESTION 


—released in the small intestine 
from enteric-coated inner 
core 


For comprehensive digestive enzyme replacement- 


ENTOZYME 


secretion of digestive Particularly in olde 
= feleased in the stomach from patients, ENTOZYME effectively improves 
ing the gap between adequate ton 
Bile Salts. 150 me. in in nnet. stectomy yn- 
Ethical Pharmaceuticals of Merit since 1878 tional distt rp 


Faster rehabilitation in 


Joint Inflammation and le sp 

are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirhneu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When invoivement is only moderately 
severe or mild, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolione, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide geil (botties of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
ties of 100). MEPROLONE-5—5.0 mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscies move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 


: i 
— 
VAS 
MERCK SHARP & DOHME bivision of MERCK & CO., INC., Philadelphia 1, 


heumatoid Arthritis 


ultiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


LONE is a trade-mark of Merck & Co., Inc. 
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For your patients suffering from colds, respiratory dis- 
orders and allergic states, you will find CONTRAMAL-CP 
an orally effective DECONGESTANT, ANALGESIC, 
ANTIPYRETIC and ANTIHISTAMINIC. The inclusion 
of Tristamine* and Phenylephrine Hydrochloride with the 
basic CONTRAMAL formula is designed to provide . . . 
MORE complete control of the common cold! 


*Tristamine , . . (triple-Antihistamines) 
by Physicians Products Company con- 
tains Chlorpheniramine Maleate 1.25 
mg., Phenyltoloxamine Citrate 6.25 
mg., and Pyrilamine Maleate 12.5 mg. 


CLINICAL SAMPLES GLADLY 


to more completely control the 
symptoms of the common cold 


S Pr 
COMPANY. BOUCTS 


CONTRAMAL-CP each 
orange capsule contains: 
Acetyl-p-aminophenol 
Salicylamide 
Caffeine 
Phenylephrine Hydrochloride 5 mg. 
Tristamine*® 20 mg. 
Supplied — bottles 100 and 1000 


capsules 


PETERSBURG, VIRGINIA 


SENT UPON REQUEST 
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BONADOXIN" 


STOPS MORNING SICKNESS...BUT 


.--IT DOESN’T STOP THE PATIENT 


BONADOXIN brings relief to 88.1% 
of patients... often within a few hours.!.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is) zero." 
«+.€nd for a nutritional bulldup Is she blue at breakfast? Prescribe 
plus freedom from leg cramps* BONADOXIN. Usually just one tablet at 


STO R CAV TE’ and vomiting 


phosphate-free calcium, 10 essential and just one supplies the 
vitamins, 8 important minerals. full 50 mg. of pyridoxine. 
: 
jum-phosphor imbalance 
: to MECLIZINE HCI 
PYRIDOXINE HCI 
NEW YORK 17, NEW YORK Bottles of 25 and 100. 
Division, Chas. Pfizer & Co., inc. References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.s 
Minnesota Med. 40:99 (Feb.) 1957. 
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Glucose Tolerance Test* 


AN 
AMES 
CLINIQUICK"” 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 


—— 66-year-old man with early diabetes 
mellitus 

~.-~ 68-year-old man with pseudodiabetes 
following gastric resection 

*Constam, G. R.: Northwest Med. 56:919, 1957. 


besides diabetes, what diseases may cause 
symptoms of polyuria, polydipsia, increased 
fatigability and loss of weight? 


Various renal diseases with isosthenuria, portal obstruction, functional 
dipsomania, hyperparathyroidism, acromegaly, primary aldostero- 
nism, chronic mercury poisoning, hypervitaminoses A or D, Hand- 
Schiiller-Christian lipoidosis, fructosuria, pentosuria and sucrosuria.* 


®-CALIBRATED CLINITEST® 


Reagent Tablets 


the STANDARDIZED urine-sugar test for reliable quantitative estimations 


* full color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 

+ standard blue-to-orange spectrum long familiar to diabetics 
* unvarying, laboratory-controlled color scale 


( AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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in cases of tension 


Serpate 
(Reserpine, Vale) 
.. the preferred drug where anxiety or emotional agitation 
must be controlled 
.. + provides sedation without hypnosis, a sense 
of relaxed well being ond tronquility 


... effects o graduel-and sustained lowering of 
elevated blood pressure in pctients with 
mild, labile or ntial hypert 


supplied: 0.1 mg. ond 0.25 mg. tablets in bottles of 100, 
500 end 1000, or on prescription at leading 
phormacies 


RAUWOLF! 
; /ERPENTIN 
an cases of hypertension 


Rauval 


(Rauwolfia Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 
tested biologically to insure uniform hypotensive action 

. ideal therapy in labile and moderate hyper- 


tension of os adjunctive therapy in severe 
hypertension 


. achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect even after cessation of therapy 


: 50 mg. and 100 mg. tablets in bottles of 100 and 
1000, or on prescription at leading pharmacies 


(ats THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS 
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NEW TREATMENT 


THE PROPHYLAXIS 
ANGINA PECTORIS 


‘Cardilate’ tablets RP shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


* “Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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you and your patient 


can see the improvement 


® Ophthalmic Suspension 
prednisolone, 0.5%, 
plus sulfacetamide sodium, 10% 
Ointment with Neomycin, 0.25% 


in blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and other 
external eye 
conditions 


* prednisolone effectively checks 
inflammation and allergy 

¢ sulfacetamide sodium, with its wide-spectrum 
antibacterial range, controls infections 
caused by common eye pathogens 

¢ addition of neomycin sulfate to prednisolone 
and sulfacetamide sodium in METIMYD Ointment 
broadens the antibacterial spectrum; the ointment 
also assures sustained therapeutic action during the night — 
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... acts fast to provide unusually long-lasting relief 


‘Co-Pyronil’ combines a long-acting and 
a short-acting antihistamine with a syn- 
ergistic sympathomimetic. It usually 
begins to combat symptoms within fif- 
teen to thirty minutes and eliminates 
them for as long as twelve hours. Thus 
you can give your hay-fever patients and 
other allergy victims remarkably com- 
plete relief on a dosage of only 2 or 3 
pulvules daily. 


*'Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 


ELI LILLY AND COMPANY 


Prescribe ‘Co-Pyronil’ in attractive 
green-and-yellow pulvules for adults; in 
tiny red pediatric pulvules or tasty sus- 
pension for children. 


Each Pulvule ‘Co-Pyronil’ provides: 
‘Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
‘Histady!’ 

(Thenylpyramine, Lilly) 
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Guest Editorial... . 


“The Art of the Practice of Medicine” 


S MEDICINE has become more specialized and as more and more emphasis 
has been placed on the scientific aspects, we have heard less and less about the 
art of the practice of our profession. It cannot be stressed enough that medical prac- 
tice must be established firmly on the foundation of the knowledge of the science of 
medicine, but our patient will benefit to the fullest extent only when it is applied with 


what is generally called “the art of practice”’. 


The art of practice of medicine probably reached its greatest development in the 
days of our fathers and grandfathers. Medicine was taught in those days almost 
entirely by men who devoted most of their time to private practice. Many graduates 
also served preceptorships with older practitioners, and so the art of practice was 


passed on almost unconsciously from one generation of physicians to another. 


Today our medical students are being taught by an increasing number of full time 
teachers, many of whom do not engage in private practice at all, or to only a limited 
extent. In addition, there is so much science of medicine to be learned in four years 
that there is little time left to learn about such things as medical ethics, medical eco- 
nomics, and community relations. There is the danger, under these circumstances, that 
the student will tend to think of the patient only as a disease entity and to lose sight 
of him as a human being. In addition, the leaders in medical education are not always 
familiar with the problems that their graduates are faced with in the practice of 


medicine. 


That our medical schools are cognizant of these dangers is evidenced by the fact that 
many of them have set up home care programs and special lectures on such subjects 


as: “Community Medicine” and “Social and Environmental Medicine”. Whether or 
not these programs go far enough to really imbue the medical student with the im- 
portance of the art of practice as an adjunct to his knowledge of the science of medicine 


is questionable. 
The development of the art of practice by a physician is most important if he is 
to have the confidence and trust of his patients. It is also most important if we are 


going to stop the advance of “creeping socialism” into medical practice. 
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What do we mean by the art of practice of medicine? In a way it is an ethereal 


thing which is difficult to define. Some people feel that it is something that comes from 


within a person and cannot be taught. However, we believe that it can be developed 


in an individual. The most important thing, probably, is that we must think of our 
patient as another human being, and, in this connection, we must consider him in his 
entirety and in his relationship to his family and to his environment. We must be 
sympathetic; we must take the time to explain the patient’s condition to him or to his 
family; we must be willing to discuss finances, particularly when unusual expenses 
are involved; and we must insist on consultation when we are faced with a problem 
which has us stymied or is beyond our ability to handle. 

Sometimes it is a good idea to stop and ask ourselves what our reaction would be if 
we or some member of our family were managed in a certain way. It may be difficult 
to think of ourselves with tables reversed, but a moment’s meditation on the Golden 
Rule should quickly change this. 

Yes, times are changing, but we shall continue to serve mankind as we have in the 
past and for generations to come, if we are as well founded in the art of practice as 


we are in the science of medicine. 


BENJAMIN W. RAWLEs, Jr., M.D. 


ANNUAL MEETING 
THE MEDICAL SOCIETY OF VIRGINIA 
OCTOBER 12-14, 1958 


JEFFERSON HOTEL, RICHMOND 
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The Treatment of Severe Allergic Reactions 


to Insect Stings and Bites 


T IS NOT UNUSUAL to read of the sometimes 

fatal constitutional reactions resulting from an in- 
sect bite or sting. These reactions may occur on occa- 
sions in a matter of minutes. Such deaths could be 
reduced drastically if the mechanism and the reac- 
tion and treatment were fully appreciated by prac- 
titioners of medicine who are acquainted with these 
sensitive people. It is necessary that we distinguish 
between the sensitivity reaction and that reaction 
due only to the toxins which enter into the individ- 
ual. We must further appreciate the fact that even 
the normal individual will have a reaction to toxins, 
probably formic acid. When a person is subjected 
to repeated stings, he develops altered reactions, 
ranging from exaggerated local swellings to the more 
severe systemic symptoms or even sudden death. 

Early in the 19th century, Gould and Pyle™ listed 
three cases of clear cut bee sensitivity, one of which 
occurred in 1811. It was pointed out by Brown® that 
when a honey bee stings, the stinger with the venom 
sac is retained. The bee is then brushed off and dies. 
It takes a bee two or three minutes to inject the 
whole amount of venom through the fine stinger, even 
though the bee has been brushed off. The smooth 
muscle in the wall of the venom sac continues to 
contract and force the venom. Therefore, the sooner 
the venom sac is taken out, the less venom will be 
injected. 

In contrast to the honey bee, hornets, yellow 
jackets and bumble bees have a non-barbed stinger, 
and do not leave their venom sacs, and may sting 
again if caught inside a garment. 

One of the most comprehensive reviews of insects 
and allergy was reported by Brown.’ Today there 
are well over thirty insects reported as the direct 
cause of allergic diseases. The following is a partial 
list of the most important reported offending insects: 


Presented before the Florida Medical Association, Sec- 
tion on Allergy, May 11, 1958, Miami Beach, Florida. 

J. Warrick Tuomas, M.D., Assistant Professor of Clini- 
cal Medicine, Medical College of Virginia, and Director 
of The Thomas Clinic. 
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J. WARRICK THOMAS, M.D. 
Richmond, Virginia 


TABLE 1 


PartiaL List or THE Most ImporTANT 
OrrENDING INSECTS 

Anti Deer fly Mosquito 
Beetle Flea May fly 
Bedbug House fly Scabies 
Bee Locust Sand fly 
Body louse Mushroom fly Wasp 
Caddis fly Mite Water flea 
Chigger Moth Yellow jacket 
Citrus fruit fly Mexican kissing bug 


Benson and Semenov* brought out, in their study 
of allergy to bees, that the mechanism of these al- 
lergic reactions is the sensitiveness to the bee anti- 
gens rather than to the venom. They further showed 
that these hypersensitive individuals were sensitive 
to any part of the bee if it were introduced into the 
skin. Figley® and also Parlato't have demonstrated 
that the protein contained in these wind-borne par- 
ticles from insects is sufficient to cause hay fever 
and asthma, which is usually of a seasonal nature. 

Barnard! outlines a number of allergic reactions 
secondary to insect stings and bites to include urti- 
caria and generalized edema, bronchitis, asthma, 
vascular collapse singularly or in combination. He 
further cities case reports and discusses immunization 
and emergency treatments. Benson? divides the types 
of sensitization into three groups: 

1. Innocently by scales or dust in the wind. 

2. Injection of venom through the sting. 
3. Installation of salivary secretions. 


Bowen‘ states that there are certain persons who 
fail to react to the bite of a given insect as we know. 
In others the effect is probably due, not to the 
secreted irritant, but to an acquired specific sensiti- 
zation. Boycott® expressed further the fact that such 
insects as fleas and gnats as well as mosquitoes, when 
they bite the first time, cause practically no irrita- 
tion, and when the bite begins to show irritated 
reactions, it is a sign of induced allergy to the insect. 
This may be the explanation why some people may 
have been stung or bitten by an insect in the past 
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without any reaction, but have subsequently devel- 
oped a sensitivity to the offending insect. 

McDuffy™ reported a patient who is very sensi- 
tive to insect bites. This patient was bitten by a 
deer fly on her arm and experienced marked swelling 
of the arm half again the normal size. Several 
days later, her foot swelled double the normal size 
following a bee sting. In both cases, this patient 
suffered intense pain for a period of some 48 hours. 

McCreary™ reports ‘The feeding of the Chrysops 
species on an acquaintenance of the writer produced 
an immediate swelling of the affected area. The 
swollen portion was circular, about two inches in 
diameter and usually about half an inch higher than 
normal. Considerable pain ensues, especially if the 
feeding puncture is about the head, accompanied 
by lassitude and drowsiness, which prevails for about 
two to three days. This indicates that during feed- 
ing, the material is injected into the wound which 
is entirely innocuous to most individuals, but def- 
initely harmful to others.” 

In three cases cited by Barnard!, details were 
taken from the New York State Health Department 
records and revealed that the cause of death in one 
patient was recorded as congestive heart failure 
and anaphylactic shock due to. wasp sting, and the 
post mortem findings in the second case included 
“general vessel congestion with petechial hemor- 
rhages due to toxemia from yellow jacket sting.” 
Other significant conditions found were “acute gas- 
tro-enteritis and myocarditis”. The cause of death 
in the third case was suffocation due to edema of 
the larynx from bee sting. 

Wejului® and Jez-Blake™ have reported autopsy 
findings in fatal bee and wasp cases, and important 
findings are as follows: 


1. Edema of the lungs and larynx. 

2. Emphysema of the lungs. 

3. Over-distention of the right side of the heart. 

4. Splanchnic dilatation and hepatic engorgement. 

5. Petechial hemorrhages of the skin and mucous 
membrane. 


Table No. 2 was taken from the State of Virginia 
Department of Health’s Vital Statistics, and shows 
that over a ten year period from 1947 to 1956, 
there were nine deaths, four of which followed a 
bee sting, one secondary to a wasp sting, and two 
from spider bites. One was unspecified. 

Table No. 3 shows a report of 48 deaths in the 
United States in 1955, according to the Department 
of Health, Education and Welfare of the United 
States. I am sure that if other cases had been prop- 
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TABLE 2 


DeaTHs FROM INSECT BrTEes IN THE STATE OF VIRGINIA 
FOR THE YEARS 1947 To 1956 


iTotal| Type of Place of 
Year | No. | Insect Occurrence 
1947 | 1 | bee | Giles County 
1948 | 
1949 | 2 | 1 spider | Sussex County 
| lL unspecified | Scott County 
1950 | 
1951 | 2 | 1 spider | Isle of Wight County 
lwasp Montgomery County 
1 bee Prince William County 
l bee Sussex County 
1 | spider | Washington County 
1 bee | Carroll County 


erly recognized, reported or diagnosed, it would have 
been many times that number. It was worthwhile 
to note that the highest incidence revealed California, 
five; Kentucky, four; Florida, Tennessee and Loui- 
siana, three each. 

I have had the opportunity of having under my 
observations scme 22 cases of sensitivity to insect 
bites or stings, which have had varying degrees of 
reaction from severe local reactions, characterized by 
generalized edema, vesicular lesions, to the general- 
ized constitutional reactions which were observed 
in seventeen of these patients. 


TABLE 3 


Deatus Accipents Causep BY Brres AND 
In 1955 as Reporrep BY THE DeraRTMENT OF HEALTH, 
EpUcATION AND WELFARE IN THE UNITED STates 


State No State No. 
Alabama 2 Mississippi 2 
Arizona New York 
Arkansas 2 North Carolina 2 
California 5 Ohio 2 
Connecticut 2 Oregon 
Florida 3 Rhode Island 1 
Georgia 2 South Carolina 1 
Illinois 2 Tennessee 3 
lowa 2 Texas 4 
Kentucky Utah | l 
Louisiana 3 Virginia 1 
Minnesota ] Total 1s 

CASE REPORTS 
Case $#1—16319—F.H.F. A white male, aged 55, 


gave a history of an attack of unconsciousness in 
1947 secondary to a wasp sting through his clothes 
on the hip. The patient became unconscious and 
was treated for shock at the Medical College of 
Virginia Emergency Room. During the succeeding 
ten year interim, the patient had been bitten recur- 
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1956 
i | 
| | 
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rently by deer flies with considerable local swell- 
ing, but no other reaction. On May 25, 1957, while 
fishing, he was bitten on the forearm by a deer fly, 
and he experienced some local swelling. Two hours 
later, he was bitten again by another deer fly on the 
dorsum of his hand. He killed the fly, and there was 
considerable blood on his hand. Within sixty sec- 
onds he felt dizzy, so he turned the boat towards 
the dock and slipped down into the bottom of the 
boat. By the time the other party in the boat got 
him to the dock, 75 feet away, the patient was un- 
conscious. A physician happened to be present, 
although he had no emergency kit. He stated that 
the patient was unconscious for approximately an 
hour. It was necessary to hold the patient’s tongue 
out in order that he might breathe. Epinephrine was 
subsequently administered by the ambulance phy- 
sician intracardially, to which patient responded, and 
he was carried to a Richmond hospital, some thirty 
miles away. He was placed in an oxygen tent, and 
remained in it overnight. 

The insect was identified as a deer fly (Chrysops 
Vittata) by D. W. McCreary, Professor of Ento- 
mology, University of Delaware. Sensitivity studies 
by scratch test were carried out: bee, wasp and deer 
fly all showed a four plus reaction, and the mos- 
quito reaction was one plus. The patient was started 
on hyposensitization treatment. We were unable to 
obtain currently a supply of deer fly antigen, so 
substituted May fly in the extract with the thought 
of the possibility of a common antigenic relation- 
ship, until such a time that we might obtain a sup- 
ply of deer flies for extraction in the summer of 1958. 

Approximately three and one half months after 
the patient was started on his program of hyposen- 
sitization with an extract containing bee, wasp, 
mosquito and may fly, he was again stung by a 
wasp. I saw him four hours after this sting. He 
had a large, swollen erythematous hot area, extend- 
ing from his axilla to below his elbow on the inner 
arm; however there were no other symptoms in addi- 
tion to this local reaction. He was given 4 mgs of 
Dimetane® and instructed to take one tablet every 
four hours. He subsequently reported he had no 
other side reactions and that the swelling subsided 
without any further distress. In view of his former 
history of a constitutional reaction with uncen- 
sciousness secondary to a wasp sting in 1947, we 
were encouraged to find that he did not have a 
severe reaction, and it was felt he had obtained some 
immunity to the multiple antigen therapy. 

Case #2, 14116—Dr. E. C. Jr. A white male 
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aged 48 was stung first in the summer of 1955 by a 
European giant horner (identified by The Virginia 
State Department of Entomology) in the outer por- 
tion of the right leg below the knee. Fifteen minutes 
later, his face became flushed and he felt appre- 


hensive and lay down in bed. He had some dyspnea 


and complained that his chest was tight. He was 
given epinephrine by a physician who lives near 
by, and he was improved within five minutes, al- 
though ten minutes later he again complained of 
shortness of breath, nasal congestion, pain in his 
chest, and he felt too weak to sit up. A second in- 
jection of epinephrine was given and then he was 
very muck improved and stated he felt fine, and 
had no recurrence of symptoms. The second episode 
occurred on August 26, 1956, while working around 
shrubbery, and he was stung presumably by a wasp, 
He was stung 
on the middle of the forefinger of the left hand. It 


as they frequented the cedar trees. 


became red and he felt drowsy and went upstairs 
to take a nap. Within fifteen minutes he complained 
of palpitation and his face was flushed. He took 
Pyribenzamine 50 mgs. and Chlor-Trimeton 20 mgs. 
intramuscularly. He developed dyspnea, and I saw 
the patient some twenty minutes later, at which time 
he was confused, dozing, and thrashing around in bed, 
complaining of abdominal pains, nausea, and head- 
ache. He was given 0.2 cc. of epinephrine 1/1,000. 
The left hand was placed in a basin of water con- 
taining ice cubes, and a tourniquet was applied 
proximal to the sting site. He was given 20 mgs. 
of Chlor-Trimeton intramuscularly, and 15 mgs. 
of Meticorten by mouth. The recurrence of the tight- 
ness in the chest and flushing of the face was rather 
dramatic with each release of the tourniquet. Equally 
dramatic was the gradual subsidence of true reaction 
with the reinflation of the blood pressure cuff, which 
was used as a tourniquet. The tourniquet was re- 
leased recurrently over a period of an hour, by which 
time the patient was sufficiently recovered to leave 
the tourniquet off. Later in the day, the patient was 
perfectly all right, although he was aware of his 
having had a rough experience. Sensitivity studies 
with endermal tests showed bee 1/10,000 one plus 
reaction, wasp 1/10,000,000 one plus; ants 1/1,000,- 
000,000 one plus, mosquito 1/10,000 one plus. The 
patient was started on hyposensitization treatments 
which have continued to date. His initial extract 
included bees, mosquitoes 1/1,000,000, wasp 1/1,- 
000,000,000 and ants 1/100,000,000,000. Over a 
period of mopths he worked up to the dosage of bees 


and mosquitoes 1/10; wasp 1/10,000 and ants 
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1/1,000,000,000 and he is maintaining the dosage 
of 0.5cc every two weeks. 

There is a subsequent history that in July of 
1957 he was again stung by a wasp, but experienced 
only a local reaction which lasted approximately 
fifteen minutes. He had no other symptoms other 
than a mild slight swelling and itching. Other frank 
allergic diagnoses included drug allergy to Aspirin; 
history of migraine headaches; history of perennial 
allergic rhinitis coincident to tobacco smoke. 

Case #3—J.E. A white female aged 24 who was 
seen in the emergency room complaining of gen- 
eralized urticaria, tightness in her throat, angio- 
neurotic edema of both eyes, face and hands, and a 
generalized pruritis. She was also slightly confused 
and her blood pressure was 100/50. She gave a 
history of having been stung five and a half hours 
earlier on the hand and eye. She was stung on 
the dorsum of her right hand and under the left 
eye. She gave a history of having been frequently 
stung by bees that had been attracted to the cotton 
candy booth where she worked. She was given Ben- 
adryl 50 mgs. every two hours for five doses. She 
also received epinephrine 1/1,000 0.2 cc. This pa- 
tient worked at a cotton candy booth at a local fair 
ground, and as her symptoms became progressive, 
she developed some “swelling of the throat”, urti- 
caria, pruritis and was confused. 

Initial treatment in the emergency room consisted 
of 0.2 cc. of epinephrine 1/1,000, which offered her 
very slight improvement. Then she was given Dime- 
tane Injectable®, 20 mgs. intravenously in 10 cc. of 
5% glucose. After approximately fifteen minutes 
her blood pressure returned to normal (115/80) and 
the patient was definitely improved. The swelling 
of her eyes seemed to be lessening, and the question- 
able tracheal swelling seemed to be less. She was 
also seen by an otolaryngologist during the acute 
phase, and he could not demonstrate any frank 
edema of the larynx. The patient complained of 
slight drowsiness, and approximately two hours after 
being admitted to the emergency room, she was dis- 
charged and requested to report to the clinic for 
sensitivity studies. We explained to the patient the 
desirability of changing her work, and also consid- 
ering immunizations; however she did not have any 
follow-up. Her discharge prescription was for Pyri- 
benzamine 50 mg. tablets to take one every four 
hours for itching and swelling. 


Among the symptoms that one observes coincident 
to insect bites, stings, or the inhalation of mascerated 
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particles of the insect of their eminations, are the 
following: 


TABLE 4 


Symptoms ENCOUNTERED SECONDARY TO 


Aching and joint swelling 
Angioneurotic edema 
Asthma 

Convulsion 


Local swelling 

Loss of consciousness 

Nausea 

Tightness of chest and sensa- 
tion of impending disaster 

Shock 

Shortness of breath and cough 

Schoenlein-Henoch syndrome 


Generalized urticaria 
Generalized itching 
Headache 


In the consideration of symptoms, Swinny"® stated 
that mechanisms of reaction, the severity of symp- 
toms of anaphylactic shock are dependent upon three 
factors: (a) the antigenisity of the foreign sub- 
stance; (b) the quantity of the substance and (c) 
the degree of sensitivity of the subject. In the case 
quoted by Swinny, the patient died from a_ bee 
sting, while cutting a hedge, within three minutes 
after being stung. He was unconscious, cyanotic, 
with involuntary urination, and coming from his 
mouth was frothy blood. Swinny further emphasized 
the point that anaphylactic shock from insects is 
not generally known to the profession or to the 
coroners, as in this case, the cause of death was 
quoted as “‘Natura] Cause unknown”. He feels that 
there are many cases of heart disease, cerebral acci- 
dents, and a number of sudden deaths due to insects. 
He estimates that as many as twenty to thirty deaths 
a year probably occur in Texas. 


TREATMENT 
In the consideration of treatment of severe allergic 
reactions to insect stings and bites, the therapy is 
divided into two general headings: 


I. Immediate Treatment which may be further sub- 
divided into (a) local treatment and (b) systemic 
treatment, which may be life saving. 

(a) Local therapy with the removal of the sting 
immediately if present, wet alkaline packs 
such as soda bicarbonate, ammonia water, 
antihistamine ointments and ice packs. 

(b) Systemic therapy includes application of 
tourniquets proximal] to sting sites; epineph- 
rine 1/1,000 0.2 cc. to 0.5 cc. proximal to 
the tourniquet, and 0.2 cc. in the sting site; 
antihistamines intravenous (Dimetane In- 
jectable® 20 mgs. or Chlor-Trimeton In- 

jectable 20 mgs. or Benadryl Injectable 10 

mgs.). The same dosage may be given in- 
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tramuscularly if the emergency is not grave. 
Treatment of shock, including warmth, 
stretching patient out and elevated head, 
oxygen for cyanosis, recurrent checking of 
blood pressure and pulse, hospitalization if 
at all possible in severe cases, intravenous 
steroids such as Solu-Cortef 100 mgs. or 
intravenous ACTH 40 units in 5% glucose 
in an infusion and caffeine and sodium ben- 
zoate or other stimulants as necessary. 


Barnard', Swinny', and Etter* and others have 
outlined in considerable detail, the preferred imme- 
diate local as well as systemic forms of treatment, 
and I have instituted an emergency program which 
is outlined to the patient, along similar lines to the 
one Barnard instituted, and have also employed the 
use of an emergency kit, containing epinephrine 
1/1,000, two 1 ce. 
jectable antihistamine, one to two large tourniquets 
sufficiently long to go around the thigh; two sterile 
hypodermic syringes; 1 cc. 


ampules; two 1 cc. vials of in- 


and 2 cc. with needles; 
antihistamine tablets or capsules and the availability 
of 15 mgs. of Prednisone or Prednisolone in 5 mg. 
tablets (three tablets). It is desirable that the phy- 


sician give the patient a similar list and stock of 


drugs as above, and to outline in writing on a pre- 


scription form, the procedures as set form, and state 
order in which each procedure should come, depend- 
ing upon the type of reaction and the former experi- 
ence of the patient. It should further be emphasized 
that the patient should seek a physician’s immediate 
services or be taken to the hospital for emergency 
treatment. 

There are those individuals who have learned 
from previous experience that these reactions are 
so rapid that within two to three minutes they could 
go into these constitutional reactions, and they should 
acquaint other persons with the above emergency 
procedures and where such emergency kits are kept 
such as in the trunk of a car, summer cottage, at 
home or elsewhere. The above considerations in 
severe instances, if instituted early, may prove to 
be life saving. It is noteworthy to state that if the 
patient survives a few minutes after the sting, up 
to half an hour, that usually the peak of reaction 
may be considered, and therapy should be continued 
until all acute distress has subsided. One should 
not rely only on oral therapy in these explosive reac- 
tions, but rather systemic, intravenous or intramus- 
cular therapy is mandatory. 

Il. Desensitization Therapy: It is highly desirable, 
if possible, to determine from the patient, the exact 
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type or types of insects that have either stung or 
bitten the patient. Extracts should be obtained from 
a reputable pharmaceutical house, along with ex- 
plicit instructions regarding the preparation or mak- 
ing solutions of powdered or defatted insects, and 
serial dilutions of same. It is desirable at times, 
if facilities are available, that the allergist or phy- 
sician secure the offending insects and prepare ex- 
I have had 
such circumstances to confront me where I have had 
to obtain such insects as European giant hornets, 
fire ants and deer flies. A partial list of possible 
commercial sources of extracts are tabulated in the 


tracts tailored to the patient’s needs. 


following table: 
TABLE 5 
PossiBLE COMMERCIAL SouRCES OF EXTRACTS 


Manufacturer Product 


C. E. Blatt 
10810 East 25th St. Terrace 
Independence, Missouri 


Powdered, defatted insects 


Cutter Laboratories 
Berkeley 10, 
California 


Graduated dilution of bee 
extract 


Center Laboratories, Inc. Powdered, defatted insects 
Port Washington, 


New York 


Greer Drug Company 
P. O. Box 800 
Lenoir, North Carolina 


Powdered, defatted insects 


Hollister-Stier Serial dilutions of several 


127 North Dearborn Street 
Chicago 2, Illinois 


Sharp & Sharp 


insect antigens and pow- 
dered defatted insects 


Powdered, defatted insects 


P. O. Box 18 
Everett, Washington 


Southwest Mold & Antigen 
Labs. 

1009 N. E. 17th Street 

Oklahoma City 11, 

Oklahoma 


Powdered, defatted insects 


Steman Laboratories, Ine. 
1205 N. E. 18th Street 
Oklahoma City 11, 
Oklahoma 


Powdered, defatted insects 


Further consideration should be given to the 
method of determining the sensitivity of the indi- 
vidual offending insects. If this is not known, the 
patient should be tested with a group of represent- 
ative insects such as bees, wasps, yellow jackets, 
hornets, ants and mosquitoes. The technical pro- 
cedure of carrying out tests should include both 
scratch and intracutaneous tests of these extracts 
prepared in serial dilutions, starting with 1/1,000,- 
000,000 and multiples of ten down to the 1/10 or 


419 


| 
| 
: 
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concentrated extract. The application of these tests 
should always be on a patient’s arm or leg, where 
a tourniquet may be applied proximal to the test. 
Emergency drugs such as outlined in the emergency 
kit should be available. Scratch tests with these 
varying dilutions should be carried out prior to 
doing intracutaneous tests. Adequate time should be 
taken for the application of tests to insure the patient 
of additional time, after the tests are completed, 
to remain in the office for one hour or longer, as 
delayed reactions have been experienced in certain 
instances. 

In the consideration of the proper dilution in 
which the patient should be started on a program 
of hyposensitization, it is well to review the titration 
of the test dilutions and start the dilution at least 
100 to 1,000 times weaker than that of the dilution 
of extract that shows a positive reaction. Only 0.05 
cc. should be given at the first injection. Accelerated 
injections in the very dilute dilutions may be cau- 
tiously considered. Initially, the interval between 
the injections may be daily, subsequently three times 
a week, twice a week, at weekly intervals, and finally 
depending upon the tolerance of the patient and the 
concentration of the extract, the interval may be 
extended up to two to four weeks between injections 
during the winter rnonths. However, during the po- 
tential season of exposure, the injections should be 
given not in excess of every two weeks, and prefer- 
ably at shorter intervals. 

It is interesting to note that in Table No. 6, of 
the 18 patients who were hyposensitized, 11 of 
whom were subsequently stung or bitten, in no in- 
stance was there any systemic reaction. Ten of the 


No. of 
Type of Reaction Patients 
Slight general reaction | 8 
Itching 
Malaise 
| Anxiety 
General reaction 4 
Severe general reactions 4 
Shock reaction 5 


TABLE 7 


CLASSIFICATION OF CLINICAL SEVERITY OF StinG REACTION 


TABLE 6 


ResuLts or THERAPY OF SUBSEQUENTLY 
StuNG or Birren Patients 


Reaction 

No. Hypo- | No. Subse- 
sensitized | quently stung 
| orbitten | 


Local Systemic 


18 11 


eleven patients had slight local reactions, and only 
one patient had considerable local reaction, with 
red streaks extending up the arm. This patient 
followed a program of hyposensitization for a period 
of two years, and then left off his injections, and 
he had had no treatments for a period of a year. 
The percentage of patients subsequently stung or 
bitten was 61.11 and this would indicate a 100% 
response to the treatment in that none of these pa- 
tients had systemic reactions. 


DISCUSSION 


Approximately 50% of the cases that have come 
under my observation that have received hyposen- 
sitization therapy have subsequently been stung or 
bitten, and to date we have not observed any patient 
to have a subsequent major constitutional reaction. 
A further report in this connection was given me by 
Swinny'—“You may be interested to know that I 
have now hyposensitized 41 people who have had 
anaphylactic type of reactions to insect stings, es- 
pecially our yellow wasp. Nineteen of them have 
reported subsequent stings with only local reactions, 


Symptoms and Signs 


| Generalized urticaria 


Any of the above plus two or more of the following: 
Generalized edema, sneezing, constriction of the 

| chest, dizziness, abdominal pain, nausea or vomiting. 


| Any of the above plus two or more of the following: 
Dyspnea, dysphagia and marked weakness, con- 
fusion, feeling of impending disaster. 


| Any of the above plus two or more of the following: 
syanosis, fall in blood pressure, collapse, ineon- 
tinence, unconsciousness. 


VirGINIA MepicaL MontTHLY 


( 
= 
420 


so apparently the treatment is quite effective. I am 
sure that if there had been any severe reactions or 
death, I would have heard about them. I think it 
more practical to treat with mixed hymenoptera 
extracts because so many of the patients do not 


” 


know which insect has stung them.” The sequence 
of insect extract dosage is dependent upon the local- 
ized systemic responses to individual injections. The 
dosage should be held below the reactions level, as 
overdose reactions to therapeutic injections have been 
reported by others as well as experienced by me. 

The author again wishes to emphasize the critical 
consideration that should be given to the insect sen- 
sitive patients by the physicians, and the family of 
the patient should be impressed with the necessity of 
immunizations and their lifesaving potentialities. 

Table No. 7 classifies the degree of severity and 
sets forth these groups according to signs and symp- 
toms. This classification is set up along the lines 
of Perlman’s discussion at the American Academy 
of Allergy Meeting at Philadelphia in 1958, which 
paper will no doubt be published in the Journal of 
Allergy. 

The grouping of patients according to the number 
of insects to which they showed positive reactions is 
seen in Table No. 8. 


TABLE 8 


Torat Test in ALi Patients 


No. of 


Positive Test to: Patients Per Cent 


No test made 2 

1 insect 5 26.3 

2 insects 1 5.2 

3 insects 4 21.0 

4 insects 7 36.9 

5 insects 2 | 10.6 
Total 19 100.0% 


SUMMARY 


A partial review of the literature and sources of 
extensive reviews have been outlined and listed in 
the bibliography. Cases have been presented and 
include individuals who have been found to have 
a known (and confirmed in the majority of in- 
stances) sensitivity to the following insects: bee, 
wasp, yellow jacket, hornet, deer fly, sand fly, ants, 
etc. Although not included in this group, the author 
has seen one or more cases of patients having severe 
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reactions from May fly, caddis fly, bed bug, chiggers, 
mosquitoes and moths. 

Therapy has been divided into local and systemic 
therapy which includes emergency therapy, and the 
consideration of hyposensitization, and the impor- 
tance of written instructions and the use of an emer- 
gency kit have been emphasized. 
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DISCUSSIONS 
S. D. Kiorz, M.D., Orlando, Florida 
First, | wish to thank Dr. Thomas for the privilege and 
honor of discussing his paper. Yet in accepting, I was 
well aware that if my past experiences with him were con- 


firmed, Dr. Thomas’ paper would cover the topic so thor- 
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oughly in all its divers clinical manifestations that any 
further discussion would be repetitive. And, so be it. 

I should like to make some comments about the stinging 
insects of the Hymenoptera family that may be of interest. 
The stinger from such insects is a modified ovipositor and, 
therefore, no male insect can sting. As Dr. Thomas points 
out, only the honey bee extrudes its stinger and this con- 
tinues to contract and eject the venom. Thus, when stung, 
the stinger should be removed immediately, not by seizing 
it and pulling it out (this only forces in more poison) but 
by pressing it out by means of a finger nail or a knife 
blade. 

Recent studies of the chemistry of the bee venom show 
it to contain five to six proteins and these have histamine- 
like properties, neurotoxins, hemorrhagins, cytolysins for 
endothelial cells, and hemolytic factors. There has been 
shown to be very little difference between the antigen 
contained in the venom sac and the antigen present in 
the anterior abdominal wall of the insect. Therefore, 
most preparations made from the entire insect body can 
successfully hypersensitize specifically allergic individuals. 
Dr. Mary H. Loveless has demonstrated specific blocking 
antibodies following hypersensitizing or immunizing with 
insect venom. By the use of highly purified extracts from 
carefully dissected venom sacs, she feels she can success- 
fully immunize potential victims with only several injec- 
tions of the venom. 

Most authorities fee] there are frequent cross reactions 
and, since many patients cannot accurately describe which 
insect bit them, it is best to test for all and perhaps use 
a mixed antigen. Dr. Thomas noted that more than 
60% of his patients gave reactions to three or more in- 
sects. 

I wish to emphasize the need of extreme caution in skin 
testing sensitive individuals. I always start with 1/1,000,- 
000 dilution and, even then, I found it once produced a 
near fatal anaphylactic reaction. Never allow your pa- 
tient to leave the office less than thirty minutes after the 
skin test or treatment and he should be within your sight. 
I still feel epinephrine hydrochloride is the most valuable 
drug for immediate use in these emergencies. 


It appears that the current business recession is 
teaming up with the depression of the 1930's to force 
a slow-down in our booming birth rate. The two 
slumps are partly to blame for the present decline 
in the number of marriages and births, according to 
an editorial in the June 21st Journal of the Ameri- 
can Medical Association. 

The editorial said, “These two declines suggest 
but do not prove that the end of the baby boom is 
in sight.” “Because of the comparatively small num- 
ber of births during the 1930's, the number of youths 


Birth Rate Slow-Down 


Dr. Thomas’ observation that most people do not feel 
insect bites until they develop sensitivity is very interest- 
ing. Other doctors have made the observations that after 
careful scrutiny of the patients’ histories, the insects seem 
to show a preference for the sensitive individual. They 
say these individuals are insect prone and will be singled 
out by the insect from a group. A fellow allergist from 
Texas, Dr. Warren J. Raymer, noted that one such indi- 
vidual, after she had received a successful course of hypo- 
sensitization treatments, seemed to have lost this insect 
affinity. I wonder what your observations have been in 
regard to this, Dr. Thomas. 

In Florida, with its rapid growth and housing extending 
into uninhabited land sites, scorpions can be a problem. 
They have been so in the Southwest for a long time, and 
my Texas confreres have commented on the vast aller- 
genicity from the venom of this insect. It is impossible 
to produce a potent antigen even from the pure venom. 
In a recent report by Dr. R. M. Johnson in the Journal of 
Allergy, he has failed to induce an allergic response even 
in such an easily sensitized animal as the guinea pig. 

In closing, I wish to thank Dr. Thomas for honoring 
our society with his presence, so that we may reap the 
benefit of his experience in this dramatic and, at times, 
catastrophic entity. 


ETHAN ALLAN Brown, M.D., Boston, Massachusetts 

Dr. Thomas has emphasized the fact that many patients 
are sensitive to stings or bites of insects. Some of these 
seek medical attention for the acute distress of general, 
general severe or general shock reactions. Others having 
suffered spontaneously or following emergency treatment 
do nothing for their sensitivity because they do not know 
that prophylactic injection therapy is available. When all 
allergic patients are questioned regarding insect sting or 
bite sensitivity a surprisingly large number are discovered 
to be sensitive to the degree that both hyposensitization is 
desirable and the availability of a kit for emergency treat- 
ment is advisable. Wide publicity should be given to 
studies of the type Dr. Thomas describes so that many 
deaths due to “unknown causes” can be prevented. 


attaining marriageable age continues to be fewer than 
can be expected during the 1960's.” 
While the number of births still exceeds 300,000 
a month, the first quarter of 1958 saw a reduction 
of 7,000 births over a similar period a year ago. 
This decline “is due in some measure to the busi- 
ness recession.” 


This may only be an interval in an irregular rise 
in births and marriages, it said, but it “should make 
one hesitate about predicting a population explosion 
in the United States.” 
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in Diabetic Acidosis 


IABETIC ACIDOSIS (or ketosis) is a medi- 

cal emergency. The prognosis of diabetic acido- 
sis is influenced by many factors, including the age 
of the patient, complicating diseases, the depth of 
unconsciousness, the duration of acidosis and ade- 
quate treatment.'* Certain of these factors cannot 
be altered (example, the age of the patient, and ir- 
reversible complicating conditions). However, one 
factor, the duration of acidosis, can be modified by 
diagnosing the condition as early as possible and 
instituting adequate insulin therapy immediately. By 
means of a simple qualitative test for acetone in 
plasma the diagnosis of diabetic acidosis can now 
be confirmed, whether in the home, at the bedside 
or in a hospital ward and proper insulin treatment 
begun at once. 

Excellent summaries of the pathologic physiology 
of diabetic acidosis and its overall management are 
56,15 
should be stated, however, that when there is an 


available and will not be reviewed in detail.’ 


insufficiency of insulin, attempts are made to satisfy 
energy requirements by the degradation of fats and 
proteins. The production of fractional products from 
fat and protein sources exceeds both their utilization 
by the body economy and their excretion and, hence, 
they begin to accumulate. Certain of these products 
chiefly from fats have a ketone configuration and are 
collectively termed “ketone bodies’. Individually, 
they are known as acetone, diacetic or acetoacetic 
acid and beta hydroxybutyric acid. Each in minute 
amounts is a normally present, harmless metabolite; 
however, when present in increased amounts they are 
the forewarners of danger and even death. Perhaps 
it is more proper to say that when these products are 
present in large concentrations they are not only 
harmful in themselves but are an indirect measure 
of many deleterious products and forces going on in 
the body at the same time.’ 


METHODS 


The Rothera Test for ketones in the urine based 
on the nitroprusside reaction was first used in de- 


From the Medical Service, McGuire Veterans Adminis- 
tration Hospital, Richmond, Virginia. 
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Clinical Use of the Plasma Acetone Test 


FRANK A. WADE, M.D. 
Richmond, Virginia 


tecting ketones in blood by Mary B. Wishart in 
1915. Although her results were not published, 
Allen® refers to them and the test has since been 
known as the Rothera-Wishart Test. For many 
years, Duncan and his co-workers®* have used the 
test as a valuable diagnostic aid for the detection 
of ketonemia. As diabetic ketosis becomes more 
severe there is a progressive resistance to the effec- 
tiveness of insulin. Hence, he found that an estima- 
tion of the degree of depth of ketosis present prior 
to the treatment of diabetic coma was useful in cal- 
culating the initial requirements for insulin. As a 
result of their observations it was noted also that 
the marked resistance to insulin encountered during 
ketosis subsided with the disappearance of ketonemia. 
Others have confirmed these results." The test 
presently employed, based on the nitroprusside reac- 
tion for acetone, is done using commercially available 
test powders (Denco) or tablets (Acetest). The pur- 
ple color reaction produced is resultant from acetone 
in solution and perhaps to some extent by aceto- 
acetic acid; betahydroxybutyric acid does not react 
with reagent. The technique consists of using one 
drop of the patient’s plasma and testing it undiluted 
upon the nitroprusside reagents. The result is in- 
terpreted with the aid of a color chart in 30 seconds 
as 1 plus to 4 plus, depending upon the intensity 
of color, varying from a purple tint, to lavender, to 
a medium purple, to a deep purple. 

In the home, plasma is obtained by permitting 
oxalated blood to settle a few minutes or clotted 
blood to begin forming a clot. The admixture of 
plasma and enough red blood cells to give a pink 
color to plasma does not obscure the ready recog- 
nition of a 4 plus reaction. 

Undiluted centrifuged plasma and serial dilutions 
of plasma were tested for acetone on a general medi- 
cine ward. Routine tests of urine sugar and acetone, 
and blood sugar and carbon dioxide combining 
power were also done. If the undiluted plasma ace- 
tone was 4 plus as described above, the plasma was 
diluted 1:1 with tap water giving a 50% solution 
and retested for acetone. If this dilution were 4 plus 
for acetone another 50-50 dilution was done, and so 
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TABLE 1 


102 | Blood 
Comb. Sugar | 
Power %| 


mEq/L 


700 
210 
960 
8OS 
936 | 
1020 | 
215 
325 
420 
430. 
528 
908 
800 


| 
| 


*13 cases arranged 
on until acetone was ultimately tested in 100%, 
50%, 25% and 12.5% plasma. 
RESULTS 
The extensive experience of Duncan with the 
plasma acetone test has led him to believe that the 
“detection of glycosuria and a Grade 4 reaction for 
ketonemia in a patient exhibiting clinical evidences 
of diabetic ketosis affords a reliable diagnosis of 
diabetic coma.” His criteria have been employed in 
the diagnosis of thirteen cases of severe diabetic 
acidosis presented herein. All patients were adult 
male diabetics admitted to a general medicine ward 
at the McGuire Veterans Administration Hospital. 
All patients showed a 4 plus reaction for urine 
acetone and sugar and plasma acetone except one 
whose reaction for sugar was only 1 plus and one 
whose urine acetone was 2 plus on the first occasion. 
The initial dose of insulin was determined in nearly 
every case on the basis of 100 units of regular 
insulin for every 4 plus reaction of plasma acetone. 
Subsequent doses of 50 units of regular insulin were 
given every half hour until a decrease in plasma 
acetone concentration was noted or until a failure 
to decrease within a four to six hour period justified 
an increase in dose of insulin. Usually, the plasma 
acetone concentration decreased within the six hour 
period, heralding the return of insulin sensitiveness. 
The total amounts of insulin needed for recovery 
as measured by a decrease of urine acetone to a trace 
or negative were recorded. The results are tabulated 
in Table 1. There seemed to be no strict relation- 


424 


| Sugar 


Diasetic Aciposis, SEVERE 


Plasma Acetone 
_| Total 
| Insulin 
Undl. Units 
100% 


1:1 
50% 


according to hospital registration numbers. 


ship between the blood sugar level and/or the 
carbon dioxide combining power on the one hand 
and the insulin requirement on the other. In two 
patients, the carbon dioxide combining power was 
considerably higher than normal. These were in- 
stances of diabetic acidosis complicated by acute 
alcoholism and probably alcoholic gastritis in whom 
protracted vomiting was present for three or more 
days and in whom the basic dose of long-lasting 
insulin was interrupted. The relationship between 
the severity of acidosis as measured by serial dilu- 
tions of plasma acetone and the total insulin dose 


is shown in Table 2. 


TABLE 2 


Diaseric Actposis, SEVERE 


Plasma Acetone* Dilution 

Total 
Insulin 
Units 


1300 
900 
760 

150 

365 
850 
325 
285 
550 
325 
175 

250 

| 220 


*Cases arranged according to decreasing plasma 
acetone concentration. 
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| Jrine | 
: Patient* | 
60 876 4+ | 44+ 44 285 
62 676 | 6 | 44+ | 44+ 4+ | ? 1+ | 760 
64 370 9 4+ | 44+ aoe 1 ae 4+ | 3+ | 1300 
72 117 13 4+ | 44+ | 44 3+ 1+ | 365 
72 138 6 4+ | 44+ | 44+ | 44 | 34 2+ | 900 
73 852 37 + i | | 175 
75 951 4+ | 4+ | 44 | | 220 
75 972 7 | 4+ 4+ | 44+ 2+ | 550 
77 211 0 | 4+ | 44+ | 44+ 1+ 250 
81 506 6 4+ | 44+ | 44+ 3+ | 325 
83 404 5 | 4+ | 4+ $+- 4+ | 2+ | 450 
87 867 1.8 | 4+ | 2+ | 44 | 3+ 850 
88 953 13 4+ | 4+ 4+ 2+ 325 
Undil. 
100% | 80% | | 12.5% | 
4+ 4+ 
4+ 4+ 
ine 
44+ | 4+ 
4+ | 38+ 
4+ | 3+ 
4+ 3+ 
4+ 3+ 
4+ | 24+ 
2+ 
4+ 2+ 
44 1+ 
? 


TABLE 3 


MANAGEMENT OF A Typical Case or Diapetic Aciposis 
| | Plasma Acetone Urine 
Blood 
| Sugar 


mgm | Insulin 


mEq/L 


2:00 P.M. 
2:30 
3:00 
3:30 
4:00 
4:30 
5:00 


108 240 


11:00 ete 


Table 3 shows the usefulness of the plasma ace- 
tone test in the management of a typical case of 
severe diabetic acidosis. The initial dose of regular 
insulin used was 200 units since the acetone test was 
4 plus in both the undiluted plasma and the 50% 
dilution. In four and a half hours the acetone con- 
centration began to decline and improvement in the 
patient’s condition was also noted. After six hours 
of management, plasma acetone had reduced to three 
plus and the return of insulin sensitiveness was 
therefore anticipated. This was confirmed by the 
reduced need for insulin and the further disappear- 


TABLe 4 


Dianetic Actposis, 


Plasma Acetone* Dilution 
Total 
Insulin 


Patient 
Undil. | 1:1 


| 100% | 50% 


1+ | 250 
1+ | | 175 
350 

| | 100 

140 

SO 
| 10 
15 


| 
| 


(All patients had four plus tests for urine acetone and 
sugar.) 

*Cases arranged according to decreasing plasma 
acetone concentration. 
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Sug- 
ar | tone 


$+ $+ 


Total | 900 


ance of acetone from his plasma in the next three 
hours. A similar analogy may be seen in milder 
cases. In another group of nine cases with glycosuria 
and ketonuria, but whose undiluted plasma acetone 
tests were less than 4 plus, insulin requirements 
were less but still in proportion to the ketonemia. 
These milder cases are shown in Table 4. 

An unconscious patient was recently brought to 
the hospital; his immediate past history was un- 
known. From previous hospital records he was a 
known, poorly controlled diabetic, alcoholic and 
epileptic. He was dehydrated and had hypotonic 
reflexes and rapid respirations. Urine sugar and 
acetone were both strongly positive. However, a 
plasma acetone test performed on the ward in less 
than four minutes was only 2 plus and, hence, we 
felt that the severe depth of unconsciousness was 
not due to diabetic coma. See patient 5 in Table 4. 
According to Duncan, after more than 30 years of 
experience with the test, the finding of a plasma 
acetone test less than 4 plus in an unconscious pa- 
tient excludes diabetic coma as the cause for the 
unconsciousness. A similar impression in this patient 
was confirmed by the complete disappearance of 
urine acetone and the presence of insulin sensitive- 
ness upon the giving of only 20 units of insulin 
every hour for five doses. Subsequent history re- 
vealed his unconsciousness was due to a series of 


grand mal epileptic attacks prior to admission. 


Time 
| a | | 100 | 50 | 25 | 12.5 
6 128 | 5.7) 94 | 936 3 2 00: 
| 50 
| 50 
4+ 4+ 5O 
5O 
4+ 4+ 5O 
50 
5:30 1+ | 50 
6:00 50 
6:30 4 3 2 1 $+ 4+ 5O 
7:00 | 5O 
7:30 4+ 4+ 50 
8:00 13 138 1.0| 2 l 0 $+ 50 
8:30 3+ | 4+ 
9:00 2+ 4+ | 5O 
9:30 2 l 0 $+ 2+ | 
10:00 tr 3+ tr. 50 
10:30 0 
| 
1:4 1:8 | Units 
| 26% | 12.5% | 
| 
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DISCUSSION 


This simple “bedside” test has its greatest ad- 
vantage in the rapid confirmation or exclusion of 
ketosis as a major factor in a patient’s illness. If 
ketonemia is found to be a major factor, appro- 
priate insulin therapy can be instituted immediately 
by the family physician in the home and before 
transportation to a hospital with the assurance that 
the diagnosis has been confirmed. As mentioned 
earlier, one of the major factors affecting survival 
in severe diabetic acidosis is the duration of acidosis. 
This observation may be stated in the form of a 
warning: “If insulin therapy is delayed, whether 
before or after arrival at the hospital, the death rate 
Insulin should never be delayed or with- 
held if severe ketosis is present upon routine testing. 


rises 


Of course, other measures beyond the scope of this 
paper used to combat diabetic acidosis should be 
employed as well. 

The finding of a 4 plus reaction for acetone is 
apparently reserved for the diabetic in acidosis. 
Among patients who are unconscious due to diabetic 
acidosis, the depth and duration of unconsciousness 
are important factors in prognosis. Kety* correla’ d 
the survival of patients in diabetic coma with cere- 
bral oxygen consumption. Below a certain critical 
level of oxygen consumption, the patients did not 
survive. The lowest levels of oxygen consumed were 
found in patients with the highest concentrations of 
blood ketones. 

Other conditions may yield slight to moderate 
amounts of acetone in plasma. These include mal- 
nutrition, severe restriction of calories by dieting, 
alcoholism and uremia. Many of these conditions are 
associated with dehydration and unconsciousness. 
However, the degree of ketosis in these conditions is 
never sufficient to account for unconsciousness. Other 
authors feel this simple qualitative test compares 
favorably with quantitative tests for ketone bodies 
in both plasma and urine in diabetic acidosis and 
other 

Too much dependency should not be placed upon 
specific concentrations of ketones in urine. In un- 
treated diabetic acidosis, blood viscosity is increased 
and blood volume is reduced. In the kidney there 
is a decreased renal blood flow, decreased glomerular 
filtration rate and decreased tubular function. The 
above factors make reliance upon urinary acetone 
values highly undependable. One of our patients on 
admission showed only a 2 plus urine acetone while 
exhibiting a higher level in his plasma. Therefore, 
it seems logical to determine acetone concentrations 
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not where they might have been excreted and are 
doing little harm, but where they are circulating and 
affecting homeostasis—namely, in plasma. 

In diabetic acidosis, the degree of acidosis as 
measured by the plasma acetone test offers a better 
index of insulin resistance than any other chemical 
or clinical determinant. Larger indicated doses of 
insulin, therefore, can be administered early in the 
management of cases showing severe acidosis, with 
less danger of hypoglycemic reactions. Conversely, 
as acidosis is controlled in the later hours of man- 
agement, by noting a decline in plasma acetone 
values, the return of insulin sensitiveness can be 
anticipated by the clinician. In this manner by 
reducing the frequency and size of insulin doses 
administered, or by giving adequate glucose, hypo- 
glycemic reaction and depletion of liver glycogen can 
be avoided. If plasma acetone values fail to fall 
or even rise during the therapy, continued or in- 
creasing insulin resistance may demand a further 
increase in the amount of insulin administered. In 
experimental diabetes in animals, Soskin has noted 
a delayed or late decline in blood and urine ketones 
developing three or four days after insulin with- 
drawal and accompanied by fatty liver and hepatic 
failure..© The human counterpart of this observa- 
tion has not been reported and was not observed in 
this series of cases. 


SUMMARY AND CONCLUSIONS 


In summary, the clinical advantages of the plasma 
acetone test may be listed as follows: 


1. It confirms the diagnosis of diabetic acidosis 
by means of a simple procedure performed at 
the bedside in a matter of minutes. 

2. At the same examination by testing serial dilu- 
tions of plasma for acetone, an estimation of 
the degree of acidosis and, hence, insulin re- 
sistance can be safely administered when in- 
dicated. 

3. During the course of management of diabetic 
acidosis a decline in plasma acetone concen- 
tration denotes a return of insulin sensitive- 
ness and, hence, decreasing insulin require- 
ments can be anticipated. Similarly, failure of 
the plasma acetone level to fall or a rising 
concentration of acetone denotes continued re- 
sistance of the patient to insulin and larger 
doses of insulin must be given. 


4. In an unconscious patient; it affords a rapid 
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means of excluding diabetic coma as a cause 
for unconsciousness. 


BIBLIOGRAPHY 

. Baker, T. W.: A clinical survey of one hundred and 
eight consecutive cases of diabetic coma. Arch. Int. 
Med. 58: 373-406, Sept. 1936. 

. Kety, S. S., Polis, B. D., Nadler, C. S., and Schmidt, 
C. F.: The blood flow and oxygen consumption of the 
human brain in diabetic acidosis and coma. J. Clin. 
Invest. 27: 500, 1948. 

. Rabinowitch, I. M., Fowler, A. F., and Bensley, E. H.: 
Diabetic Coma. Ann. Int. Med. 12: 1403, 1939. 

. Owens, L. B., Rockwern, S. C.: Prognosis in diabetic 
coma: basic importance of mental state. Am. J. 
Med. Sc. 198: 252, 1939. 

. Guest, G. M.: Diabetic coma, metabolic derange- 
ments and principles for corrective therapy. Am. J. 
Med. 7: 630, 1949. 

. Duncan, G. G.: Diabetes Mellitus: Principles and 
Treatment. Saunders, Phila., 1951. 

. Fisher, P.: The role of the ketone bodies in the etiology 
of diabetic coma. Diabetes 1: 108, 1952. 

. Allen, F. M.: Diabetes mellitus in Nelson's Loose 
Leaf Medicine. 4: 77, 1920. 


Parkinsonism 


A recent study has given added evidence that the 
technique of chemopallidectomy does improve the 
symptoms of Parkinson’s disease (shaking palsy). 
Reported in the May 3rd Journal of the American 
Medical Association, the study showed that persons 
who had undergone the operation are “for the most 
part in a better position’ than those who had not 
had the operation. 

In chemopallidectomy chemicals are injected into 
the globus pallidus, a part of the brain. When the 
globus pallidus is diseased, it contributes to the 
development of tremor and rigidity in paralysis agi- 
tans. The operation was devised in 1953 by Dr. 
Irving S. Cooper of New York University-Bellevue 
Medical Center. 

(Juestionnaires were returned by 106 patients with 
paralysis agitans who had undergone neurosurgery 
six months to two years and four months earlier. 
In addition, 103 were returned by patients who had 
been considered for surgery but had not been operated 
on, 

Of the group operated on, 89 per cent reported 
that tremor and rigidity on the side affected by the 
operation maintained improvement, while only 10 
per cent of the control group reported improvement. 
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Treatment 


Less than 5 per cent of the first group noted any 
worsening of symptoms, while 57 per cent of the 
controls reported this. 

A similar but less striking trend was seen in the 
ability to carry out activities of daily living and 
housework. The number of patients who had had 
surgery and were working varied little from the time 
of surgery. About 50 per cent of them were em- 
ployed. However, 28 per cent less of the non-operated 
group were working at the time of the study than at 
the time of evaluation. 

Even among those who underwent chemopallidec- 
tomy but were not working, there was a feeling that 
they were better able to work. While this is not suf- 


ficient for employment, it certainly contributes to 


a feeling of self-respect and motivation which may 
later be used in carrying out further rehabilitation, 
the repert said. 

The report was made by Manuel Riklan, Ph.D., 
chief of the psychological and vocational services, 
St. Barnabas Hospital, New York, and Leonard Dil- 
ler, Ph.D., psychological consultant of St. Barnabas 
Hospital and coordinator of training and research 
in psychology, New York University Institute of 
Physical Medicine and Rehabilitation. 
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HE CHANGES in the serum gamma globulin 
concentration occurring in healthy infants im- 
mediately after birth and during the first two years 
of life have been extensively investigated'**, It was 
found that at birth the gamma globulins are slightly 
elevated. During the first 3 to 6 weeks the gamma 
globulins drop to about half the level at birth. They 
start to increase again at about 3 months and reach 
the adult level at the age of two years*. It has been 
thought® that the early decrease in gamma globulins 
is due to metabolic consumption of those present at 
birth combined with an initially slow formation that 
is insufficient to maintain the original concentra- 
tions of these proteins. The gamma globulin levels 
in sick children, particularly those suffering from 
tuberculosis or rheumatic heart disease, were found 
by earlier authors to be elevated®’, similar to the 
findings obtained with adults. in her 
study of gamma globulin values in healthy children 
emphasizes the precaution of collecting blood at least 
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patterns were studied in children up to the age of 
12 years. The incentive for this study was the un- 
expected finding that children suffering from re- 
peated upper respiratory infections had low gamma 
globulin levels. The study was extended to children 
with other diseases and to clinically healthy children. 


MATERIAL AND METHODS 


Blood was drawn either from the cubital vein or 
from the heel or large toe. The minimal required 
amount of serum was 0.2 to 0.3 ml. In each sample 
the total protein was determined by a modified Lin- 
derstrom-Lang specific gravity method*; the distribu- 
tion of the serum protein fractions was determined 
by paper electrophoresis®. All estimations were car- 
ried out in duplicate. After staining the filter paper 
strips with bromphenol blue the shape of the distri- 
bution of the protein-bound dye was recorded with 
a densitometer. The quantitative analysis of the 
fractions was done by eluting the dye with 0.01 N. 


DISTRIBUTION OF SERUM PROTEINS AND Its FRACTIONS 


Total Protein 
(G/100 ml.) 


Albumin 
| (% of Total Protein) 


No. of 


Range Cases 


4 -4.4 1 35 7 
4.5-4.9 5 | 38-39 13 
5.0-5 7 19 
5.5-5.9 19 | 45-49 33 
6.0-6.4 56 50-54 51 
6.5-6.9 109 | 58-59 80 
7.0-7.4 65 | 60-64 62 
7.5-7.9 45 65-69 34 
8.0-8.5 10 70-74 17 
| 75-80 


4 months after an infection, since the elevation of 
gamma globulin effected by an infectious disease is 
apt to persist for a considerable length of time. 

In the present investigation the serum protein 


From the Department of Pathology, School of Medicine, 
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No. of 
Cases 


In BELOw THE AGE or 12 YEARS* 


*The values for gamma globulins are given in Table II. 


Globulin 
(% of Total Protein) 


Alpha, Alpha, Beta 
No. of No. of No. of 
Range Cases Cases Cases 


0-2.9 9 0 0 
3-5 .9 195 3 
6-8.9 109 32 36 
911.9 6 82 110 
12-14.9 1 93 106 
15-17.9 0 74 43 
18-20.9 0 25 18 
21-23 .9 0 7 4 
24+ 0 3 0 


NaOH and determining the absorbency spectro- 
photometrically. 

The sera of 320 children were studied and were 
divided into two groups. The first group consisted 
of children suffering from repeated infections, mostly 
of the upper respiratory system or of the ears. The 
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second group included miscellaneous pathological 
states such as congenital heart disease, mongolism, 
acute infections and also clinically well children; 
that is, all 


phoretic investigation for any reason other than re- 


sera which were submitted to electro- 


peated infections. Excluded were only children suf- 
fering from kidney or liver diseases, because of the 


under the age of 12 (Table I) differed slightly from 
that of adults. Since the distribution of the total 
serum proteins and their fractions, with the exception 
of gamma globulins, did not show significant differ- 
ences between the group of children with repeated 
infections and the others, in Table 


were combined. The peak of the 


I the two groups 


total proteins in 


Taste IT 


GamMa GLOBULINS IN SERA OF CHILDREN SUFFERING From REPEATED INFECTIONS 
Comparep Wirth CHILpREN OF THE Same Ace Grove 


| Total No.| 


Diagnosis | of Cases 


6-8.9 


Rep. Infections 
Others 


Rep. Infections 
| Others 


Rep. Infections 
Others 


Rep. Infections 
| Others 


| Rep. Infections 
| Others 


Rep. Infections 
Others 


Gamma Globulins (% of Total Protein) 


9-11.9 12-149 15-17.9 18-20.9 21-23.9 


Taste III 


AND DirrFeRENTIAL BLoop Count Wirn Repeatep INFECTIONS 
(Gamma Globulins Below 9%) 


Level of 
Gamma Globulins 
(% of Total Protein) 


Total 
Leucocytes 


months 
months 
months 
months 
months 
months 
months 
16 months 
1S months 
19 months 
24 months 
3 years 

4 years 
10 vears 


roo 


Sa or to 


RIS 


well established abnormal composition of sera 
these diseases. 


RESULTS 


The frequency distribution for the total serum 
protein and for the protein fractions in children 
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Differential Count 


Polymorpho- 
nuclear 


Lymphocytes Monocytes Eosinophils Basophils 


children were found between 6.5 and 7.0%, the peak 
in adults between 7.0 and 7.5%. This might be an 
expression of the increased water content of the tis- 
sues of children. The peak in the percentage of 
albumin was slightly higher and in the percentage 


of globulins slightly lower than in adults. The de- 
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| 
10-2.9 35.9 4 
(0-1 | P| 69 oe 15 27 15 6 2 0 1 0 
18 0 l 3 8 3 2 l 0 0 
1-2 | 40 | 0 9 14 9 3 5 0 0 0 
16 ie l 3 7 { 0 l 0 0 
| 
2-4 | 26 | 6 2 2 0 l 
| | 4 0 0 3 2 3 2 2 l 1 j 
| 10 0 0 0 1 3 3 1 1 1 
6-8 21 0 1 5 6 5 0 3 0 1 ; 
a 0 0 0 0 3 8 3 2 2 
8-12 Po 32 | 1 5 13 6 $ 2 0 0 
34 0 0 0 8 8 7 6 2 3 
| | 
| | 
11.800 25 62 12 
6.050 19 68 7 5 1 ‘ 
13.600 68 28 1 3 
+800 13 52 5 : 
10.200 70 28 3 
6.150 24 70 5 1 
6.950 | 27 65 4 4 
11.800 | 80 18 2 : 
9.450 41 52 4 3 . 
6.100 | 54 43 3 
7.500 | 34 45 1] 10 
5.300 | 36 42 22 
| 7.700 60 34 2 4 : 
| a | 61 33 2 4 
| | 


creased percentage of globulins was due to a great 
extent to the decrease in gamma globulin content. 
Table II and Fig. I show the distribution of gamma 


Distribution of Gamma Globulins in Children 
Below The Age of Twelve Yeors 
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GAMMA GLOBULINS AS PERCENT 
OF TOTAL PROTEIN 


Figure 1 


globulin concentration levels in sera from the 320 
children. In the cases of the repeated infection group 
the blood was drawn during an attack. Sixty-eight 
out of 109 children under the age of 2 years and 28 
out of 101 under the age of 12 had not reacted to 
the infection by an increase in gamma globulins. 
In two children (one boy and one girl) under the 
age of 2, and in one girl aged 9, total absence of 
gamma globulins was found. The lack of increase 
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in gamma globulins, however, was not a general 
characteristic since many children with repeated 
infections and most of the children who were clin- 
ically healthy or had other diseases showed normal 
or elevated gamma globulins. 


It seemed of interest to compare the changes of 
serum protein pattern in response to infection with 
the changes that occurred in the total count and 
differential distribution of the leukocytes. Table 
III shows the white cell counts in children with re- 
peated infection having low serum gamma globulins, 
and Table IV in children from the same group hav- 
ing normal or increased serum gamma globulin 
levels. The number of cases investigated is not suf- 
ficient for a final conclusion, but the data show a 
definite tendency for leukocytosis to occur in asso- 
ciation with high or normal serum gamma globulins 
and for much less of a leukocytic response to be 
associated with low gamma globulins. It is also 
interesting to observe that children with repeated 
infections who had low gamma globulins and low 
leukocyte counts usually had eosinophils in the dif- 
ferential count. 

A number of the children who did not respond 
with an increase of gamma globulin to repeated 
infections were treated with monthly injections of 
3-5 ml. of gamma globulins. The changes in the 
serum gamma globulins were followed in 35 cases. 
The clinical improvement in all the treated children 
was very satisfactory and it will be reported in 
detail at a later date by the clinicians who cared for 
the patients. The clinical improvement was not ac- 
companied in most cases with a corresponding in- 
crease in the serum gamma globulins which remained 
low for many months. 


DISCUSSION 


The finding that 68 out of 109 children under 
the age of 2 years and 28 out of 101 under the age 
of 12 did not react to repeated attacks of infections 
with an increase of gamma globulins was unexpected. 
This lack of increase in gamma globulin seems to 
indicate a decrease in immunological responsiveness ; 
this assumption is somewhat strengthened by the 
lack of leukocytosis in many of these children. It 
seems reasonable to assume that in most of these 


cases the physiological period of low gamma globulin 
formation is extended and that most children out- 
grow this anomaly, since between the ages of 2 and 
12 years only 28 of 101 children show it. Low 
gamma globulins in adults in our material as well 
as in that of other laboratories is a rare finding. 
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SUMMARY 


In a series of 210 children suffering from repeated 
infections, 68 (or 62 per cent) below the age of 2 
years and 28 (28 per cent) between the ages of 2 
and 12 years had not reacted to repeated infections 
with an increase of serum gamma globulins. It is 
suggested that these children were in a state of 
decreased immunological reactivity. In 3 children, 
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having repeated infections, the serum gamma globu- 
lin fraction was completely absent. 

Out of 110 children in comparable age groups 
who were well or had various clinical complaints 
but not repeated infections, 24 per cent under the 
age of 2 years and 3 per cent under the age of 12 
showed low gamma globulins. 

Leukocytosis in response to repeated infections was 
more prominent in children with normal gamma 
globulin levels. 

A group of children, not showing increased serum 
gamma globulins in response to repeated infections, 
showed marked clinical improvement on parenteral 
administration of gamma globulin. 
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Hypothyroidism without Myxedema 


HESE OBSERVATIONS apply only to adult 

hypothyroidism. It is well known that there is 
controversy concerning the existence of hypothyroid- 
ism without myxedema. Williams? in his latest text 
fails to consider such an entity, but many clinicians 
feel that there are varying degrees of thyroid hypo- 
function, and many seeming differences of opinion 
become reconciled when the descriptive terms used 
are correctly defined. 

Myxedema is defined as “a disease of nutrition 
due to lack of thyroid secretion and characterized 
by hard edema of the subcutaneous tissues, dryness 
of the hair, dullness and lethargy”.! Werner states 
that ‘tin advanced hypothyroidism there is often 
myxedema”, thus clearly implying that milder de- 
grees should be considered a clinical entity.2 The 
failure to emphasize this has led to the present state 
of ineptness in recognizing adult, or so-called 
“masked” hypothyroidism. 

Means found the incidence of myxedema to be 
from 0.03% to 0.08% of admissions to large hos- 
pitals.* The disease occurs four times as frequently 
in females as in males, and the age group most af- 
fected is that from 30 to 60 years. This disease is 
not usually treated in hospitals, and Starr has esti- 
mated that for every patient with full-blown myx- 
edema there are 100 patients with milder forms of 
hypothyroidism.‘ Jackson stated recently that hypo- 
thyroidism was the most commonly encountered dis- 
order in his goiter belt community.’ We probably 
will not find this prevalence obtaining in Virginia, 
but even in non-goitrous areas, the disorder is fre- 
quent and frequently overlooked. 

In this review etiology will not be considered, for 
the symptoms are always due to a lack of sufficient 
circulating thyroid hormone. It is very doubtful that 
there are patients with tissues refractory to thyroid 
hormone. 

In that the incidence of true myxedema is low, 
our index of suspicion for hypothyroidism is also 
low. Figure 1 shows the gross features of myxe- 
dema. The disease followed thyroiditis, and this 
patient had remained untreated for 15 years mainly 
because she did not consider herself to be sick. 
After she had been started on thyroid therapy, 
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Figure I 


she felt remarkably improved, and only then did she 
realize that she had been ill for those many years. 

The myxedematous patient did not complain. In 
striking contrast, the patient with occult hypothy- 
roidism goes to the doctor frequently, and gives a 
veritable organ recital of symptoms. So much do 
they complain of seemingly unrelated symptoms that 
they are often quickly labelled as neurotic, and given 
various placebos, nerve tonics, vitamins and other 
nostrums which might be handy. An explanation is 
apparent when one considers the cause of symptoms. 
Metabolic activity of tissue is dependent to some 
degree on circulating thyroid hormone, which if 
insufficient will give rise to impaired function of all 
organ systems. Obviously, then, the patient has com- 
plaints related to multiple systems, and it is difficult 
for the patient to give an accurate description of his 
symptoms. Lerman® in reviewing the symptoms of 
myxedema found intolerance to cold, dryness of the 
skin, and weakness in almost every patient. As the 
severity of the disease progressed, mental confusion, 
constipation, dyspnea, thick tongue, hoarse voice, 
and puffy tissues became apparent. 
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In order to raise our index of suspicion for 
“masked” hypothyroidism Starr® lists the following 
symptoms : 

1. Growth failure (not to be considered in 
adults) 
Menstrual disorders (both monorrhagia and 
hypomenorrhea ) 
Infertility 
Delayed 
adults ) 
Mastalgia and cystadenosis of the breasts 


habitual] abortion 


puberty (again not relevant to 


Some cases of obesity 


Gastrointestinal symptoms including such 
diverse disorders as peptic ulcer, hypochlor- 
hydria and constipation 

Chronic fatigue, 


anorexia, leanness and 


neurasthenia 

Some cases of anemia 

Dry skin, alopecia 

Allergic syndromes, especially chronic rhinitis 

Note that obesity was not mentioned by Lerman, 
and that Starr includes leanness as well. 

The following signs and symptoms are ones which 
are often not mentioned in the standard texts, but 
in actual practice have been found to suggest the 
possibility of hypothyroidism. 

1. “Nervousness” 

2. Paresthesias—especially feeling of numbness 
in arms, hands and feet—hands and feet ‘‘go- 
ing to sleep” 

Intolerance to cold—patient complaint being 
“poor circulation” 

Supraclavicular fat pad 

Loss of lateral eyebrows 

Hair changes—increased dryness, coarseness— 
“unruly” hair 

Nail changes—usually pitting 


Although “nervousness” has been placed at the 
top of the list, this is not to imply that hypothyroid- 
ism is the most frequent cause of emotional dis- 
turbances, but to emphasize that patients with dimin- 
ished thyroid function are often easily disturbed, 
tense, and not at all lethargic as is the patient with 
actual myxedema. The paresthesias are quite com- 
mon, and a patient who complains of the extremities 


“falling asleep”, or having a “numb tingling” may 


give as his presenting complaint “poor circulation”. 
This is often the patient’s interpretation of cold in- 
tolerance, so that the physician must delve further 
to establish the true nature of the complaint rather 
than simply being in agreement with the patient’s 
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interpretation. Less frequently encountered are in- 
creased bulk of fat in the supraclavicular areas, 
thinning out of the lateral eyebrows, and pitting of 
the nails. A woman will often note that her hair 
“doesn’t hold a wave’’, or doesn’t grow as rapidly 
as it should. Today we have difficulty in evaluating 
hair texture due to the routine use of so many 
sprays, lotions, and other materials to the hair. 
There is no “typical case report’, but the follow- 
ing summaries will review some of the symptoms. 
The first patient was seen at age 41 years. She had 
been tense and nervous for some years, and had been 
told that she was having an “early menopause”. 
Her periods had been irregular but with normal 
flow. She complained of tightness in the chest, 
general tension, crying with the least situational 
upset, soreness of the breasts, and fatigue with min- 
imal exertion. On further questioning it was found 
that she wore a sweater while teaching piano to 
students who complained bitterly about the room 
being overheated. Previous treatment had consisted 
usually of sedatives or vitamin injections. Physical 
examination was unrevealing except for cystic 
changes in the breasts and hair that was suggestively 
dry. She wept during the interview. When started 
on thyroid there was dramatic improvement. The 
cold intolerance, crying spells, and general tension 
completely disappeared. Her periods became regular 
and have remained so for one year. This demon- 
strates the long unrecognized patient with symptoms 
so varied that she was diagnosed as a psychoneurotic. 
A second patient, a 52 year old nurse, had been 
started on thyroid at the age of 41 because of ir- 
regular menses and fatigue. She had been nervous 
most of her life but never had undue difficulty ad- 
justing both professionally and socially. Flushes 
began in 1954, and in 1955 menses stopped. She con- 
tinued to have some flushing but was not too un- 
comfortable. In April, 1956, she discontinued thy- 
roid since she saw no reason to continue this when 
her periods had stopped. From that time she became 
increasingly irritable and tense. The flushes became 
more severe, and she weuld become drenched with 
perspiration, especially at night. She began to have 
cramps in the legs at night, became quite easily 
fatigued, and lost some weight because of poor 
appetite. She started having episodes during which 
she felt that something disastrous was about to 
happen, and this feeling was accompanied by tachy- 
cardia and palpitation. She would feel her extremi- 
ties become cold, and felt that her veins were becom- 


ing swollen with stagnant blood so that she feared 
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an impending stroke. She had taken sedatives and 
injections of vitamin By. with only slight relief. 
Physical examination was within normal limits. She 
was noticeably hyperactive, and refused a BMR or 
other studies because she was too nervous to go 
through the tests. When a trial of tri-iodothyronine 
was instituted the paresthesias disappeared within 
three days. The night cramps, ftushes, and sweats 
subsided, and she no longer had the feelings of 
impending disaster. She began to eat better and 
subsequently gained 10 pounds. 


This patient demonstrates that hypothyroidism 
does not preclude excessive perspiration. The epi- 
sodes of tachycardia demonstrate that bradycardia 
is not necessarily associated with hypothyroidism. 
Also, she gained weight when properly treated with 
thyroid, yet most fat people still believe that “low 
thyroid” is causing their obesity. 


Many more cases could be presented to show that 
seemingly unrelated symptoms were all part of an 
underlying deficiency of thyroid function. It is easy 
to see why the term “masked hypothyroidism” has 
been coined, for if the physician expects to find 
lethargy, bradycardia, and absence of sweating in 
hypothyroidism, such symptoms as this patient had 
will actually mask the true nature of the disorder. 

To detect these hypothyroid patients who do not 
present the classical picture of myxedema, our aware- 
ness of the protean manifestations of this disease 
must be increased. Once the diagnosis is considered, 
there are several ways to confirm it. No one test 
can be considered a reliable guide in every instance, 
and the results of any test must be evaluated with 
regard to the clinical status and symptomatology of 
the patient. 

The BMR is still the most readily available, and 
when done correctly, a very valuable test. However, 
many patients cannot relax, so that the test is never 
really basal for them. Serial determinations will 
often show decreasing values as the patient learns 
to relax and better cooperate. One method to correct 
for lack of relaxation is to produce light sleep with 
a short acting barbiturate, and apply a correction 
factor of approximately 20% to compensate for the 
somnulent state. Also, if the calculations are per- 
formed using an idea] rather than true body weight, 
reliability will be increased by correcting for the 
low oxygen consumption of fat. 

Cholesterol values are of little help in the original 
diagnosis, for they are usually elevated significantly 
only when clinically recognizable myxedema is pres- 
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ent. They are more valuable when taken serially 
following institution or cessation of thyroid. 

Serum protein bound iodine values are an accurate 
reflection of the quantity of circulating thyroxine, but 
at present the number of laboratories which can give 
us reproducible results is small. The test itself is 
quite difficult technically, and the presence of even 
minute amounts of iodine in the air, as in most hos- 
pital and general laboratories, give a marked error 
to the determination. The values obtained in normal 
subjects are from 4 to 8 micrograms, with some in- 
vestigators considering 3.5 micrograms as the lower 
normal value. The prior administration of iodine 
containing medications or contrast media nullifies 
the value of the test in the individual being studied. 
Unless the physician is sure of the laboratory ac- 
curacy and the previous medications used by the 
patient, the results obtained may be just as mislead- 
ing as helpful. 

The measurement of radio-active iodine uptake is 
of little value, due to over-lapping of the normal 
and hypothyroid values. Some authors report normal 
uptake of I 131 in 50% of hypothyroid patients.” 
The uptake indicates the presence, but not necessarily 
the functional capacity, of thyroid tissue.” 

More recently there has been devised a simple 
method* of skin biopsy with staining techniques 
which show the mucinous deposition characteristic 
of thyroid insufficiency. This is not at present quan- 
titative, and cannot be considered available for gen- 
eral use. 

An easy and accurate method to confirm thyroid 
insufficiency is to utilize a therapeutic trial of thy- 
roid substance in a dosage of 60 to 90 milligrams 
daily. One can’t simply sit back complacently while 
the patient takes the medication. Careful observa- 
tion must be maintained to exclude any placebo effect. 
If there is a characteristic response with disappear- 
ance of the disturbing symptoms, the diagnosis is 
likely. If there is doubt as to the response, the thy- 
roid can be withdrawn after 4 to 6 weeks, thus pro- 
ducing a hypothyroid state due to suppression by 
the exogenous thyroid. In the previous euthyroid 
individual there will be a return to the euthyroid 
state within 2 to 4 weeks. A previously hypothyroid 
patient will usually become more noticeably hypo- 
thyroid and remain so. It is here that serial choles- 
terol determinations are valuable objective criteria, 
there being a significant fall in the hypothyroid 
person started on thyroid, and a significant rise on 
cessation. The euthyroid person given thyroid will 
show no significant drop in cholesterol content of 


VirGINIA MepicaL MONTHLY 


the serum, and any rise occurring after stopping 
thyroid is of short duration. 

Of timely interest is the following excerpt from a 
question and answer column concerning thyroid func- 
tion tests: “The diagnosis of thyroid function is 
made primarily on the clinical appraisal of the pa- 
tient’s history and physical findings. Laboratory 
tests by no means supplant clinical judgment, but 
merely tend to support it”. 

Treatment of hypothyroidism is well known and 
consists simply of using any potent thyroid prepara- 
tion. The dosage range will be from 60 to 180 
milligrams for a good response. Tri-iodothyronine 
is more rapid in response and shortens the time 
needed for a therapeutic trial. It offers no advantage 
in maintenance therapy. 

In summary, clinical hypothyroidism often exists 
without myxedema. This is quite often “masked”, 
but if one applies certain investigative principles 
this mask can be lifted with prompt, inexpensive, 
and effective relief for many persons suffering from 
longstanding, unrecognized, annoying and often dis- 


abling disease. 
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Polio Vaccine and Brain Damage 


Suspicions that Salk polio vaccinations might 
cause damage to the brain or central nervous system 
are unfounded. This observation was made following 
an extended clinical study of 852 persons in all age 
groups who received three inoculations with the vac- 
cine. The study was prompted by reports which were 
circulated during the 1956 mass inoculation program 
to the effect that children were developing convul- 
sions and other signs of central nervous system dis- 
orders after being vaccinated. 

Mrs. Erna L. Gibbs and Dr. Frederic A. Gibbs 
termed the outcome of the study “astonishing.” “We 
had not expected to obtain such completely negative 
results with a biologically potent material.’ 

Writing in the June 21st Journal of the American 
Medical Association, they said it was their intention 
to determine if a mass immunization program against 
poliomyelitis could cause brain disorders in some 


persons. 


Sudden, unexplained illnesses, some of which defy 
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the most expert diagnosticians, are common in many 
children. “By coincidence,” “an unexplained illness 
could follow a Salk vaccination at just the right time 
to convince the family and even the physician in 
charge that the vaccination was responsible for the 
child’s illness or even his death.” 

If the brain suffered abnormalities as a result of 
a Salk inoculation, it would be indicated by the 
presence of encephalitis, an inflammation of the 
brain. This condition occurs on extremely rare oc- 
casions following vaccination against disorders such 
as whooping cough, rabies, diphtheria, and tetanus. 

In the study, electroencephalographic tests were 
given to each of the 852 patients before and after the 
three Salk inoculations. Since no abnormalities were 
uncovered, the researchers concluded that “Salk vac- 
cine is unlikely to cause an encephalitic type of re- 
action or brain injury.” 

The study was carried out in three centers—Chi- 
cago, Rockford, Il]., and Richmond, Va.—in order 
that local conditions might not affect the results. 
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The Use of Pacatal in the Management of 


Geriatric Patients 


ERVOUS, agitated elderly patients living at 

home are often a disrupting influence on the 
entire household. Many of these elderly ones, be- 
cause of unproductive time on their hands, are 
irascible, bickering or constantly complaining. When 
they are ill—though the illness may be a minor one 
—their continued, exasperating demands for atten- 
tion are blown up far beyond usual expectations. 
To a large extent, this senile mental health problem 
is disconcerting to the physician and a burden to 
the family. 

Since the development of tranquilizing agents, 
such acutely and chronically agitated hospitalized 
patients have been given a new lease on life. Many 
of them, senile or otherwise, have been permitted 
freedom of the grounds or are even allowed to go 
home on visits. 

These successes with the hospitalized mentally ill 
led us to consider using Pacatal*, one of the newer 
phenothiazines, as a calming agent in nervous, tense 
and agitated patients who were not hospitalized 
but living at home with their families. 

Our reasoning was based on both clinical and 
pharmacological reports. Bowes! found ‘“Pacatal 
was most effective in the symptomatic treatment of 
aggression, destructiveness, restlessness and insom- 
nia.” His single patients, particularly the ‘“dis- 
gruntled and irascible,”’ were made “much more 
pleasant and cooperative.’ Moreover, he found it 
to have a “slightly euphoriant effect” which to our 
way of thinking could be extremely useful in our 
unhappy patients. Feldman’ also noted this “. 
pleasant subjective feeling produced by Pacatal.” 
Flipse* stated that ““Pacatal has proven highly valu- 
able in the management of office patients suffering 
from emotional tension, anxiety neurosis, senile 
arteriosclerosis and schizophrenic reactions.” 

Pharmacologically, Pacatal demonstrates a selec- 
tive regulating action on the central nervous system 
without inhibiting the cortical centers, producing 
tranquility without hypnosis. It has a potentiating 
effect upon sedative-hypnotics and analgesics as well 
as on local anesthetics such as procaine, etc. The 


* Pacatal used in this study was supplied by Warner- 
Chilcott Laboratories, Morris Plains, New Jersey. 
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sympathetic and parasympathetic systems both of 
which are involved in emotional behavior, are sim- 
ilarly inhibited by the drug. It exhibits a vasodilator 
effect on the coronary vessels of the isolated guinea 
pig heart and a spasmolytic effect upon induced 
coronary spasm in the rat, this effect being stronger 
than papaverinet. In experimental heart surgery, 
Pacatal prevented fibrillation and Gadermann and 
Donat described its effect as “intra-vasal anesthe- 
sia”, 

Since Pacatal has prevented fibrillation experi- 
mentally and also possesses a vasodilating action, it 
was felt that these additional cardiovascular prop- 
erties would make the drug even of more particular 
value in the elderly patient. 


CLINICAL DATA AND RESULTS 


A total of 83 elderly patients were evaluated. 
The dosage administered to all patients was 25 mg. 
of Pacatal three times a day and at bedtime for a 
period of two weeks to a month. The gamut of con- 
ditions studied encompassed most of the usual or- 
ganic illnesses seen in this age group and were 
attended with anxiety, tension and behavior changes 
such as irritability, withdrawal, less interest in per- 
sonal appearance, neglect of health or excessive 
preoccupation with physical symptoms. In some in- 
stances it was difficult to “reach” the patient. 

The following table summarizes the results we 
achieved in the control of the psychological manifes- 
tations with Pacatal in the small dosages employed: 


I 


TRANQUILIZING EFFECT OF PACATAL IN PATIENTS 
Ace Group 50-82 


Primary Number of Not 
Diagnosis Patients Improved Improved 
Anxiety State 27 25 2 
Agitated Senile 11 9 2 
Generalized 26 22 4 
Arteriosclerosis 
Arterial Sclerotic 19 16 3 
Heart Disease 
Tctal 83 72 11 
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Improvement in the psychic manifestations was 
noted in 86% of cases. Pacatal helped the patients 
to react emotionally in a more normal pattern. They 
became more responsive to therapeutic measures. 
Furthermore, subjectively they felt better, accepting 
their adversity more cheerfully. In no instance had 
the drug an adverse effect on the underlying pathol- 
ogy. The only side effect encountered was dryness 
of the mouth, which occurred in 10% of the patients. 

Despite the general debility and the extreme ill- 
ness of some patients, no severe side effects devel- 
oped. Apparently, small doses of Pacatal are tol- 
erated well without inducing any of the severe side 
reactions mentioned in the literature when high 
dosages were employed. 

From the results of our study, Pacatal is relatively 
safe to use when administered in small doses. Com- 
plicating organic diseases so frequently found in the 
older age group do not seem to be a contraindication 
for its use. In our opinion, the normalizing effect 
of Pacatal can help successfully treat non-hospital- 
ized, tense, anxious or agitated senile patients who 
cannot be controlled on sedatives. The following 
are representative case histories: 

Case T[: 
seen at home complaining of severe cough with blood 
tinged sputum, high persistent fever and difficulty 
in breathing. 


This 56 year old white male was first 


A diagnosis of pneumonia was made 
and the patient received appropriate therapy. Al- 
though his dyspnea and fever continued and his 
symptoms became worse he consistently refused hos- 
pitalization. In addition to these symptoms he de- 
veloped a considerable psychoneurotic anxiety and 
although visited at home twice daily and persistently 
urged to enter the hospital he continued to refuse. 
When placed on Pacatal the patient became much 
more cooperative and within 24 hours accepted the 


physician's recommendation of becoming hospital- 


ized. Further course was uneventful. 

Case II; This 80 year old white female had been 
treated at home for a considerable time for arterio- 
sclerotic heart disease and congestive failure. She 
was constantly irritable, unhappy and usually be- 
moaning her situation in life. Her husband and all 
other relatives had expired except her daughter and 
son-in-law with whom she lived. Although her 
cardiac condition appeared to be under good control, 
she too had an anxiety overlay manifested by con- 
stant complaining and hypochondriasis which led 
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to a most difficult home environment for the daughter 
and son-in-law. Forty-eight hours after being started 
on Pacatal there was prompt alleviation of this com- 
plaint. She became much more congenial and ac- 
cepted her position in life and her general home 
environment. Although there was no change in her 
cardiac status, she faced life realistically and was 
actually cheerful on certain occasions. 

Case III: 
sented a typical picture of hypochondriasis. She 


This 65 year old white female pre- 


had subjective complaints involving her entire body. 
Numerous intensive investigational studies had re- 
vealed nothing. She was studied by various phy- 
sicians at various institutions and no pathology 
disclosed. After receiving Pacatal 25 mg. t.i.d. the 
basic difficulty was found to be a poor daughter- 
in-law relationship. Following this there was prompt 
amelioration of all symptoms and satisfactory ac- 
ceptance of living with her son and daughter-in-law. 
Continued observation still reveals no observable 
illness. 


SUMMARY 


Eighty-three non-hospitalized patients suffering 
from various functional disorders accompanied by 
agitation, anxiety and tension were studied on low 
dosages of Pacatal. 

Adequate control of the psychological manifesta- 
tions was achieved in 86% of cases. 

Dry mouth was the only side effect encountered 
which occurred in 10°% of the patients. 
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Felty’s Syndrome 


Report of a Case Responding Favorably to Splenectomy 


N 1924 Felty® described in the Bulletin of the 
Johns Hopkins Hospital a combination of symp- 
toms which included chronic infectious arthritis, leu- 
kopenia, and splenomegaly. In 1932 Hanrahan® 
reported the first hematologic remission in a patient 
with Felty’s Syndrome following splenectomy. To 
date 66 cases splenectomized for this disorder have 
been reported and in 51 (or 77%) of these the 


leukopenia appears to have been relieved. The case 


Print is 100x. 
we report thus represents, as nearly as we can 
ascertain, the 67th patient subjected to operation, 
and the 52nd who showed a favorable response to 
removal of the spleen. 
REPORT OF A CASE 

N. S. (W. M. H. #136545), a 44 year old, un- 
married white female, had suffered from a progres- 
sive and crippling type of rheumatoid arthritis in- 
volving the distal joints of all four extremities since 
the age of 18 years. She was first studied in the 
Winchester Memorial Hospital in August 1955, at 
which time white blood cell determinations of 1550 
and 1100 cells/ c.mm. were demonstrated with dif- 
~ From The Winchester Surgical Clinic and The Win- 


chester Memorial Hospital, Winchester, Virginia. 
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Fig. 1—This section shows the prominent sinusoids with littoral cell proliferation 
often seen in the spleen of Felty’s syndrome. 


MONFORD D. CUSTER, Jr., M.D. 
JOHN B. McKEE, M.D. 


Winchester, Virginia 


ferential ratios of segmented to non-segmented forms 
of 35/65. The spleen was palpable and felt to be 
moderately enlarged. Cholecystography demonstrated 
the presence of multiple stones in a normally func- 
tioning gallbladder. 

She was readmitted on October 9, 1955. Pre- 
operative blood studies were essentially unchanged, 
and in addition to leukopenia, a mild degree of 
microcytic anemia and a platelet level of 188,160 


Hematoxylin and eosin. 


platelets/c.mm. were reported (Table 1). On Oc- 
tober 13, 1955 the patient was explored under endo- 
tracheal anesthesia through a transverse upper ab- 


TABLE 1 
RESPONSE OF BLOOD ELEMENTS TO SPLENECTOMY 10-11-55 


Oct. 11,1955 Oct. 13,1955 Dec. 30, 1957 


(Preop. ( Postop. (Postop. 

48 hrs.) 5 hrs.) 24 Mos.) 
RBC 3,360,000 3,500,000 3,950,000 
PLATELETS 188,160 297,500 461,010 
WBC 1,100 4,650 5,550 
Seg. Neut./Lymph 37/63 82/18 57/43 


dominal incision which completely transected both 
rectus abdominis muscles. Cholecystectomy, splenec- 
tomy, the resection of a small accessory spleen, and 
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incidental appendectomy were performed without dif- 
ficulty. Convalescence was uneventful and the pa- 
tient was discharged to her home on October 19, 
1955, the sixth postoperative day. 

The weight of the resected spleen was 360 grams, 
its size being approximately 21% times that of nor- 
mal. Microscopic section (Figure 1) revealed prom- 
inent germ centers and sinusoids, and was consid- 
ered by the pathologists to be compatible with the 
type of hypersplenism associated with Felty’s Syn- 
drome. 

The patient’s hematologic response was dramatic 
as indicated by Table 1. Five hours after operation 
the leukocyte count had risen to 4,650, with 82% 
of the cells segmented forms. A corresponding rise 
was noted in the level of the platelets, and both 
changes were maintained on daily determinations 
during her hospital stay. At 26 months following 
operation blood studies revealed normal leukocyte 
and platelet levels, and a definite improvement in 
respect to the preoperative anemia. 

An interesting, and probably significant additional 
observation is that marked improvement in the status 
of the patient’s rheumatic disorder followed the 
operation. Except for considerable residual deform- 
ity of a permanent nature, her joints have remained 
entirely quiescent, she has gained 12 lbs. in weight 
and is in a reasonably good general state of health. 

DISCUSSION 

Theories have been expounded to account for both 
phases of improvement which have been noted in 
this patient: 

1. The effect of splenectomy upon the peripheral 
blood. In 1939 Wiseman and Doan’ explained the 
cytopenia associated with various forms of hyper- 
splenism as resulting from excessive phagocytosis 
of the several formed blood elements by the spleen 
itself. 

Dameshek and Estren' on the other hand have 
maintained that the spleen exhibits a normal inhibi- 
tory effect, probably humoral in nature, upon the 
bone marrow, and that this effect becomes increased 
when splenomegaly occurs. In support of the Damo- 
shek theory, Steinberg’ notes a hyperplastic type 
bone marrow in cases of Felty’s Syndrome, and feels 
that the spleen acts in some way as a barrier between 
overactive bone marrow and the cytopenic peripheral 
blood. 

Cortisone, which is known to exert a favorable 
effect in some types of hypersplenism, proved to be 
without benefit in two recently reported cases*" of 
Felty’s Syndrome, although it is of interest that both 
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patients subsequently responded nicely to splenec- 

tomy. 

2. The effect of splenectomy upon the rheumatic 
process. Improvement in the joint manifestations of 
the disorder has also been noted throughout the liter- 
ature and appears to have been a feature of our case. 
Steinberg® refers to six cases demonstrating this type 
of improvement, and cites both human and experi- 
mental evidence to account for its occurrence. The 
anterior lobe of the pituitary has been shown to 
undergo decided hypertrophy following splenectomy, 
and, conversely, splenic atrophy is known to occur in 
the experimental animal after hypophysectomy. One 
then infers a sequence of clinical events which in- 
clude splenectomy, then hypophoseal hypertrophy, 
and finally a constant increase in the supply of 
endogenous adrenocorticotrophic hormone resulting 
in relief of rheumatic symptoms. The results would 
appear to be less constant, however, in the relief of 
rheumatic symptoms than in the correction of leu- 
kopenia, 

CONCLUSIONS 

1. A case is reported in which splenectomy pro- 
duced correction of the blood deficiency, and im- 
provement in the rheumatic manifestations of so- 
called Felty’s Syndrome. 

2. This case represents the 67th patient reported 
as having been splenectomized for this syndrome, and 
the 52nd in which the operation provided worth- 
while relief. 

3. A clear indication for splenectomy would seem 
to exist in all patients with this disorder. 
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Visiting the Sick 


§ Wea YEARS AGO I took my wife to Europe. 
It was a happy time, one spent in the re-crea- 
tion of history and the appreciation of art. 

Next year I took her to the hospital where the 
entire summer was spent. Massive surgery, constant 
medical supervision, all and everything done to 
restore health. One was a thing to remember, the 
other a thing to forget, but the cost was about the 
same. 

One would think that after being a doctor for over 
fifty years there was nothing new to be learned in 
a hospital. But become one of those who stands and 
waits, who wants answers he knows cannot be given, 
who wants to talk, but knows that talking is only 
repetition. Slowly there comes on an old forgotten 
fear, the tenseness of the little child in the dark. 
You become grateful there is such a thing as a hos- 
pital and, being the kind of man you are, you begin 
to analyze what is going on and the things you see; 
the facts, the techniques, and their inner meanings. 

A hospital is easy to define, but what is hospitali- 
zation? It certainly means many things to many 
men and there are many viewpoints. To a surgeon 
it means a place where everything is subordinated 
to the ideal of perfection of technique. If there be 
defect, it must be a defect of knowledge and not 
a defect of effort. 

To the internist it is a place for the better man- 
agement of the ill and where there is no waiting 
to combat an emergency. Every dermatologist knows 
that hospitalization is a factor in healing that is 
an entity in itself. 

In other words a patient will receive a benefit 
from the hospital other than that which is the reward 
of the same procedures if done at home. 

In 1903, Radcliffe Crocker, the greatest English 
dermatologist of his time, delivered a series of lec- 
tures before the Medical Society of London entitled 
“The conditions which modify the characters of in- 
flammations of the skin and their influence in treat- 
ment.” In one of these he said, ‘“The importance 
and value of putting patients in bed, who have an 
extensive dermatitis, was borne in upon me very 
early in my career. Wishing to observe the influence 
of certain drugs in different inflammation of the 
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skin I took the patients into the hospital and gave 
them no active medication until the influence of 
transference from their home to the hospital had been 
eliminated and I found to my surprise that in many 
cases the improvement was so great that no trial of 
the drug could take place. The case of a postman 
with a general erythematous eruption which had 
been present for several months without improve- 
ment made a strong impression on my mind. I put 
him in bed without any other treatment and in three 
days the eruption had disappeared and did not 
recur.” All this was long ago and what happened 
was probably due to environmental change, so im- 
portant to the allergist, or a sense of security which 
is a psychosomatic factor, but whatever it is, be- 
cause it is a power factor for good it is something 
to be exaggerated and not modified or suppressed. 

Now the layman is in opposition to all this. He 
thinks of a hospital as a part of misfortune, an 
unhappy place, and feels it a duty to combat it with 
attentions which, he feels, ameliorate the rigors of 
hospital existence. The common pattern of this effort 
is to send flowers and to visit the sick when allowed. 

As to flowers, after seeing the room of a popular 
person, one wonders why an accepted form of therapy 
would not be to go to bed in a florist’s shop; for 
that is what the room looks like. Flowers are a harm- 
less nicety, which may boost the ego of the sick, but 
from any standard of the artistic, it is 90% overdone. 

Visiting the sick is not a harmless thing. It has 
many implications and deserves constructive think- 
ing. The increasing cost of hospitalization is such 
a burden, anything which may lengthen it as much 
as a day becomes a matter of civic importance. 

Mr. Carter Walker of Woodberry Forest, the 
greatest head-master I have ever known once said 
to a father when he took his twelve year old son to 
enter him in this school. “I would like to give you 
some advice. Your son is here to start a new life. 
You will want to see him, but that will be for your 
benefit. If you could 
survey the marks of these new boys, you would find 
the poorest marks are there in the week after a visit 
from the parents. Stay away for a while and let us 
do our work. Later on there will be no problem.” 


It will be harmful to him. 
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Certainly the psychology of the new boy in school 
and the new patient in the hospital have much in 
common. 

The attitude of the family about the hospital 
always makes me think of a sea voyage and the help 
that comes from it. The help comes from a different 
world, and the sea is a wonderfully different world. 
The beauty of the sunrise; the spray on your face; 
the cutting spin drift when a gale is blowing; the 
tossing which makes eating and dressing difficult. 
Damp clothes and clean air and the glory of the 
biggest thing in the world—The Sea. So big that 
man’s little thoughts are dwarfed. It is almost im- 
possible to be an introvert while at sea. But what 
does man do? He builds a ship so large there is 
little motion. The decks are closed in so they can 
be heated, and cold air and spray cannot reach you. 
So fast the trip is almost an interlude. It is in fact 
a closed in hotel with entertainments of concerts, 
movies, cocktail parties, games, and over-feeding. 
Everything is done to get as far away from the sea 
as possible. As a health measure the Susan Constant 
or the Mayflower was a better ship than the Ile de 
France or the United States. 

Visiting is hard on any sick person unless the 
visitor is so close there is no embarrassment in any 
natural thing. 
than an adult, and is hardest on a child. 


Visiting is harder on an adolescent 
Take a 
small boy from the country; in a week or a little 
longer he becomes adjusted to hospital routine and 
on Sunday a car-load of the family comes in to see 
him. The lad does not know he is happier in the 
hospital. In his mind he is comparing the hospital 
where he is sick to the home where he once was well. 
When the family leaves he is home-sick and _ re- 
adjustment has to start all over again. 

Then there is the quasi-professional visitor of the 
sick. 
sion to spread light and gladness in the halls of 


He is that individual who feels he has a mis- 


suffering. He doesn’t know he is the one who receives 
benefit from what he is doing, and is more in the 
way than a contributor to the welfare of the situa- 
tion. 

Just what can be done about it? It all arises from 
a kind intent and in the year 283 A.D. the Emperor 
Marcus Arelius announced as a principle of Roman 
Law. “The intent of the act is the body of the act.” 

It would be unthinkable to keep a mother away 
from a sick child and to repress this semi-pro would 
be like slapping a child in the face. The active 
trouble seems to be in the switching of authorities. 
The sign on the door “No visitors” is a terse and 
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positive medical direction originating with the at- 
tending physician. It is obeyed without question. 
But with no such sign, the problem is one of personal 
relations management of the hospital and this is to 
maintain cordial relations with a group of people 
who are well and do not need the actual facilities 
of a hospital. 

A hospital is so complex that the problem of visit- 
ing is a variable one. Obviously, there is a different 
pattern for the single bed room, the multiple bed 
room and the ward. In a two bed room for example, 
there can be a convalescent and not six feet away 
an acutely ill individual. It is now visiting hours 
but the necessities in this room are not equal and the 
privileges are not the same, and yet a sliding sheet 
is all that separates them. 

There is need for wisdom here and this wisdom 
cannot be expected from the harried girl at the tele- 
phone, or a probationer nurse who happens to be on 
duty. I personally think there should be on every 
floor, or somewhere in the building, a supervisor to 
whom every visitor should report. The details of 
this is a question of management but the benefit of 
those for whom the hospital is built demands that 
no outsider should have the privilege of entering a 
hospital door and going directly to the room, par- 
ticularly of multiple facilities, because of their con- 
venience and because it is now the time allotted for 
visiting. 

The suffering so much want peace and quietness 
is a part of peace. In our hospitals quiet is requested 
by signs and precept but I have often wondered, if 
a visitor from outer space could view some of our 
hospitals during the visiting hours of a holiday sea- 
son—whether he could make the distinction between 
a hospital and a bus terminal. 

It would only be fair to clean our own skirts as 
a beginning. Decibel measurements of noise could 
easily be done on those hours where the public is 
excluded and with the same measurements during 
visiting hours the proof would not be a matter of 
opinion. 

My trouble is, I do not know how important what 
I am saying really is, compared to the other problems 
of hospital management, but this I do know. 

I know that were it not for a hospital and men 
sitting in this audience I would not be an eager 
physician tonight but simply a lonely old man. 

I further know that God does not “Work His 
wonders to perform” in a static way; that those 
things to which we have grown, which are worth 
while, have to be fought for to maintain, and this 
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will include, “Life, Liberty, The Pursuit of Hap- 
piness” and Hospitals. 

I know hospitals are only for the healing of the 
sick. If due to the pressure of the unthinking well, 
the pattern which helps the sick is being deteriorated, 
then something ought to be done about it. 


Discussion BY Dr. WILLIAMS: 

Dr. Murrell has introduced three considerations 
in the operation of a hospital. They include kind- 
ness, sympathy, interest, and fear. 


TALKING TO PATIENTS 

Patients and their families are anxious people. 
They do not want to be treated as pieces of liver in 
a test tube nor Exhibit A in a museum. Successful 
dealings with them come to some people through 
the genes and can be compared with ‘‘style” in 
writing. Just as “style” distinguishes some writers 
from others, so this factor, born in some people, is 
not found in others. It is difficult to acquire by 
study, though it can be cultivated to a satisfactory 
degree. 

Five qualities seem desirable in hospital per- 
sonnel : 

1. As Socrates put it, “Know thyself”, in order 
to understand people better. 
Never convey the impression of hurry or worry. 
Use as much discretion in what is left unsaid 
as in what is said. 
4. The method of talking should be friendly, and 

direct. 


w 
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Strive to leave every listener pleased with your 
conversation. 

Add to these all of the other things that should be 
done under the Golden Rule and you have a psycho- 
logical supplement that makes patients look upon 
their hospital stay with faith in mankind. 


COSTS 

To misquote Omar Khayyam—A loaf of bread 
plus a jug of wine was free. Now “bread alone” 
costs twenty cents. With everything else soaring in 
price it doesn’t require higher mathematics to see 
why hospital charges have advanced. Blue Cross 
contracts were devised as a depression measure to 
help people live through a financial catastrophe due 
to illness. Soon thereafter private enterprise insur- 


ance entered the field. The reason Blue Cross is 
popular, particularly with working people who do 
not object to a double room, is because they leave 
the hospital with little or no balance to pay. Those 
who insist on private quarters have by choice elected 
to pay the difference. 

Another factor in hospital costs is due to the forty- 
hour week which in reality is less than two hospital 
days. Even hard headed businessmen who complain 
about the cost of nursing could easily be chagrined 
were they asked what they pay their secretaries for 
a thirty-seven and a half hour week. 

Few people realize that with the building of needed 
hospitals and the resulting shift of patients the 
increase in cost per day for established hospital is 
double the decrease in patient days. In other words, 
a drop of only five per cent in patient days means 
an increase of ten per cent in hospital cost. This, 
hospitals cannot absorb; hence it is passed on to the 
public in the form of contract costs, insurance pre- 
miums or direct billing. 


VISITORS AND FLOWERS 


Another feature of Dr. Murrell’s remarks pertains 
to hospital visitors and flowers. 

A man’s family is his most cherished possession. 
Certainly he has every right to see them as often 
and for as long as his presence does not interfere 
with their recovery. Hospitals try to operate with only 
such rules as good housekeeping and patients’ care 
permit. 

After all is said it remains that the doctor in 
charge of a patient is the one person who can give 
the most informative answers to questions from pa- 
tients, families and friends. Regardless of his efforts 
lay people find it hard to comprehend all that he 
says so they appeal to nurses who do the best they 
can with what they’ve got. Whether extra pacifiers 
would quiet them or add something new to grit their 
teeth on is the crux of Dr. Murrell’s paper. 

As to flowers, they do add cheer to a room and 
make patients know they are not forgotten. While 
some speak of the amount of their cost, it must not be 
forgotten that if any expensive jar of fragrant oint- 
ment has been sold for money as suggested by Judas 


—Mary, the sister of Lazarus, would not have had 
the consolation of anointing the Master’s feet. 
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i YOU who have chosen Medicine as your 
life’s work, I should like to say, “Welcome”’. 
There are few, if any, other fields of endeavor that 
would reward you with the satisfaction you will get 
from this profession. There are also few, i. any, 
other fields that would demand more of jour time, 
energy, ingenuity, and mental calisthenics than 
would medicine. Medicine is probably the most in- 
exact science we have, the exception to the rule being 
the rule. Yet it is one of the most exacting of all 
the sciences for those who practice it. 

When you have finished four years of intensive 
study, cramming all the knowledge into your brains 
that your teachers can force on you, and the wisdom 
of the ages from your tomes of medical literature, 
you sort it out, file it in your mental storehouse, and 
then step forth into an internship where you take on 
the responsibility of applying your learning, as you 
need it, to practical usage. 

During internship and residency, you will often 
perspire freely. There is no easy way. I’ve never 
seen a decent internship (or residency) that couldn't 
make you sweat. You will often curse and worry, 
miss your sleep, your dates (or evenings with your 
wife if you’re married), go without meals, and some- 
times even forget to go to the bathroom. When you've 
done five histories and physicals between 8 P.M. and 
midnight and some joker on the outside sends in a 
diabetic coma, you'll want to commit mayhem. When 
everyone else goes off at noon Saturday and all the 
visiting men discharge their patients so that your 
service has 18 empty beds, don’t shout for joy. Those 
beds will be full before the rest of the crew returns 
on Monday morning. And they’re your responsibility. 

Now, this is a dismal picture. It isn’t meant to 
discourage you, though it might seem like it is. I 
bring it up merely to demonstrate a point to you. 
Each and every case you handle is different. Each 
and every case taxes your skill and ingenuity. Each 
and every case demands some of what you learned 
in Medical School and some of what is known as 
common sense. The cases you get in the hospital 
are the worst cases, the puzzlers, the stinkers that 
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make it tough for the practicing doctor on the out- 
side. He sends them to you for help. And you learn 
to tie your developing ability in with his and with 
your. colleagues to solve problems. You learn that 
medicine isn’t all in the books, that medicine isn’t 


all science, and that the art of medicine has many 
facets. 

When you go forth finally to hang out your 
shingle, you will gradually realize some other things. 
First of all, a very great number of your cases will 
require only the common sense treatment. You may 
prescribe, because the idea of the medicine rather 
than the medicine itself will have a salutary effect. 
Secondly, you will suddenly realize how little you 
know about medicine, and you will start having 
cases that you may want to send into the hospital— 
cases that are worse than any you ever saw in the 
hospital. Now you have to guess at a tentative diag- 
nosis at the bedside, without the assistance of your 
books and laboratory work. You are learning, rap- 
idly, that in order to live, in medicine, you must 
cooperate with other doctors. 

I believe that one of the prime requisites toward 
good citizenship for a doctor is that he be a good 
doctor, the best doctor that he can possibly be. Your 
job, henceforth, is to serve humanity as an artisan 
in medicine. You cannot do this, in the modern 
world, alone. Your mind, good as it is, cannot hope 
to know everything, and you must often seek help 
in order to do a better job. 

A good citizen is any person who is an asset to his 
community, who helps others and who takes pride in 
community betterment. There are many good citizens 
in every walk of life. As a physician you will have 
a chance to improve your community which is not 
just happenstance. As one of the leaders in your 
community life you will have a definite responsi- 
bility in the health, welfare and business problems 
that exist there. This comes with the practice of 
medicine, more or less automatically. If you accept 
this responsibility you do yourself and your profes- 
sion a credit; if you refuse to accept it you do your 
community and medicine generally a disservice. 

You are becoming a unique individual. You are 
approaching the time when you will be one of a 
certain few—one of less than 200,000 individuals 
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in this country—who are fitted to advise and pre- 
scribe and contro] the health of our nation. Many 
of you will have opportunities to do more for your 
fellow men than will almost any other group of 
people. I say almost any other group. I am think- 
ing specifically of those men of the cloth, the min- 
isters and priests and rabbis that make up our 
religious orders. You will be called on many times 
to work with them. You may find yourself hearing 
confessions. You may have to make life and death 
decisions. You probably will all too frequently have 
to assist departing souls in their leave-taking and 
console and support those left behind. I have often 
said that no man who has a brain in his head is 
really an atheist. I am certain that no physician 
can be an atheist for long. You need religion and 
religion needs you. The more you work with people 
the sooner you will understand this. And in your 
religious duties which are different than anyone 
else’s, you become a better citizen. Belong to a 
church, try to understand religion, practice the 
Golden Rule as a physician, and be a better citizen. 

Another duty that you have as a citizen and as 
a business man is to take part in the political life of 
your community. This may only amount to going 
out once a year and casting an intelligent ballot. If 
you are willing to do so you may take part in a par- 
ticular campaign, or contribute to a political candi- 
date’s war chest. Just be well established before 
you do it. Not infrequently doctors have run for 
public office, from members of local school boards 
or welfare boards all the way up to United States 
Senators and Congressmen. We have five physicians 
in our General Assembly of Virginia at the present 
time. In any event, exercise your right to vote every 
single voting day. Far too many people oppose the 
things you stand for, and the votes are what count 
when the chips are down. 

There are many other ways you can be a good 
citizen. You will be the eyes and ears of Public 
Health in your community. You will be able to 
(and should) advise on health problems generally. 

As a physician, many opportunities will come to 
you to participate in activities that are only partially 
connected with medicine. Most towns have many 
semi-medical organizations. The Welfare Board, 
Red Cross, Community Chest, Heart Association, 
T.B. Association, and others need physicians on their 
boards to help them. I know from experience that 
the lay public is loaded with people who will help 
serve on these community projects. They are well 
meaning, will work hard, can do good jobs. But they 
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are rank amateurs in medical problems and they 
need your judgment, medical knowledge and advice. 
Not only that—you need to help them to protect 
yourself and the medical profession from their ill- 
advised attempts to take medical matters into their 
own hands. For six years I sat as medical advisor 
to our Community Chest Board that paid hospital 
and doctors’ bills of indigent patients. We got the 
ones that weren’t eligible for welfare. We spent as 
much as $38,000.00 per year. Many times doctor's 
bills would have been refused if someone hadn’t been 
there to explain what the doctor did to require his 
fee. Not infrequently I could call the doctor, discuss 
it with him doctor-to-doctor (which no lay person 
could do) and he might reduce his bill on occasion. 
So you see, there are many places of this type where 
you benefit the public, yourself, and your profession 
by being a good citizen. 

Perhaps by now you can realize that being a good 
citizen has a lot of possibilities. 

Never forget that in addition to being a physician 
you are a human being. You have hormones floating 
about in your system, certain procreative instincts, 
two eyes in your head, two arms to help demonstrate 
your affections, and an upper and lower lip that 
pucker easily. The chances are in favor of your 
becoming a parent. 

I’m not going to give a lecture on how to become 
a parent. If you don’t already know, it’s a very easy 
process to learn. But you want to be a good parent 
as well as a good doctor. Some of you probably 
already have children, most of you will have. If you 
haven't observed it by now, a physician’s children 
often have only a part-time father. He usually gets 
home after they go to bed, may leave before they go 
to school, seldom has Saturday at home like other, 
normal people, and leaves his family stranded in 
church or walks out in the middle of dinner on Sun- 
day. My wife, in such moments of exasperation, has 
sometimes commented that all doctors should be 
bachelors. In any event, we find so many parents 
have too much time on their hands these days and 
enjoy their “freedom” so much that they don’t even 
want to be bothered with their children. Freedom 
to do what you want is like money—the more you 
have the more you want. Conversely, the average 
doctor, in my experience, wants to be with and enjoy 
his family but simply can’t get away from his prac- 
tice long enough to do it. 

Now let me warn you of one thing. As your 
family grows up, barring unforseen changes in our 
way of living, you will produce a pretty good income 
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for it. This fact will not of itself protect those 
youngsters of yours from trouble or problems. A 
great many of the boys and girls who are called ju- 
venile delinquents now come from better than aver- 
age homes. They are sometimes from high income 
families, and they are sometimes from high intel- 
ligence families also. 

Every child needs both parents. He learns many 
things from each one, and neither parent can substi- 
tute adequately for the other. Do your best to give 
your children a frequent dose of life with father. 
They'll be better kids and you will be a better citizen. 

Many of the things I have said could be trans- 
lated, with a minor change of wording, to apply to 
any teacher, business man or member of another 
professional group. Many of them apply to your 
responsibility to the general public as a physician. 
You have certain obligations to other members of the 
medical field also. It is your duty to join and sup- 
port the medical societies, local, state and national, 
that function in your area. They exist for you and 
by you. They exist primarily to help you do a better 
job and while there are times when you may think 
their actions are not understandable, if you look into 
the problem you will find they are usually quite 
democratic, quite fundamental and very necessary 
to maintain order and prevent chaos. 


Studied for 


The value of exercise in preventing heart disease 
has again been shown in a new study of former 
Harvard College football players. The study, made 
by Dr. William C. Pomeroy, Los Angeles, and Dr. 
Paul Dudley White, Boston, was reported in the 
June 7 Journal of the American Medical Association. 
An attempt was made to follow up 424 Harvard 
students who won their football letter in the years 
1901-1930. Of these, in 1955, 126 were known to 
have died and 292 to be alive, while six could not 
be traced. The cause of death was known for 87 of 
the 126. Among these, coronary heart disease was 
responsible for 25 deaths, or 29 per cent. Cerebral 
hemorrhage, generalized arteriosclerosis, and con- 
gestive heart failure accounted for eight more deaths, 
making the total 33 cardiovascular deaths, or 38 per 
cent. Cancer apparently caused 11 deaths; pneu- 
monia and war injuries, 9 each; accidents, 8; sui- 
cide, 4, and miscellaneous, the rest. 
These football players who showed coronary heart 
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Heart Disease 


You will need to belong to one or more hospital 
staffs in the area of your practice. Work with the 
staff, not against it. If you can improve it, or the 
hospital, try to do so. Don’t condemn it if you find 
fault with it. Join it, stick with it, keep at it until 
your way or a better one prevails. Your community 
will be better. 

If there is a medical school in your area, offer 
your services, no matter how small. Do something 
to help the medical trainee, as have the teachers who 
have trained you. I'll guarantee you won’t suffer 
from it, and you may come out well ahead in the long 
run. 

You and your family will be under continuous and 
careful scrutiny by your patients and friends, by the 
newspapers, (by the U. S. Internal Revenue Bureau), 
by people you never heard of, and by other doctors. 
If you lead a good life, if you are honest and sin- 
cere and try to live by the Golden Rule, you will 
always fulfill your responsibility as a good citizen. 
And my experience has certainly been that in return 
you will have a great many wonderful things happen 
to you to make your life very worthwhile. 
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disease were compared to others without the disease 
for body build, weight gain, personal family status, 
family history, habits of exercise, use of alcohol and 
tobacco, and diet. 

“One of the most significant findings in the study 
was the apparent protection afforded by the continu- 


ation of a program of heavy exercise.” ‘Those who 
maintained even moderate habits of exercise were 
less prone to coronary heart disease, and no individ- 
ual in this study who maintained a heavy exercise 
program happened to develop coronary heart dis- 
ease.” 

The study also showed the following: Body build 
did not differ significantly between the two groups, 
but there was more weight gain in the coronary group 
than in the others. There were more divorces in the 
coronary group. This “may or may not” represent 
a factor of stress. There was a higher percentage 
of family history of coronary heart disease in the 
coronary group than in the control group. 
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Mental Health.... 


The Effect of Thorazine on Fantasy 

Many physicians are beginning to prescribe the 
ataractic drugs for children, but often feel that in 
doing so they are, to a certain extent, working blind. 
The amount of drug to recommend is unknown, and 
conditions where its use is advisable are uncertain. 
The literature contains very few references to studies 
of the application of these drugs to children, al- 
though a mass of research is appearing related to 
the use of tranquilizers with adult patients. Freed 
and Peifer report a generally agreed upon finding 
that chlorpromazine (Thorazine) is useful in con- 
trolling the hyper-activity, destructiveness and im- 
pulsive behavior which are often postencephalitic 
sequelae of epidemic encephalitis in children. Thor- 
azine has also been used for varying periods of 
time on behavior disorders or conduct disturbance 
as well as with schizophrenic children. 

A survey of the literature by the present writer 
revealed no studies which explored the relationship 
between a tranquilizing drug and the “inner life” 
of the child—or its effect on his world of fantasy. 
One report mentions that children under medication 
did not drop their fears of the dark, ghosts, etc. 
Various observers have reported that hostility ap- 
pears to diminish in children under medication after 
a period of about two weeks and that they seemed 
to be more willing to encounter and to tolerate new 
situations. 

The question of the effect of Thorazine on fan- 
tasy arose while watching a child during regularly 
scheduled play interviews in a residential treatment 


center. This twelve-year-old boy in the course of 


psychotherapy had revealed a fantasy which equated 


shooting dart pistols with sexual aggressiveness. At 
about that time, in order to help him get through 
a period of increased excitement and an exaggera- 
tion of his psychotic behavior, he was placed on 
300 mg Thorazine t.id. In the next interview 
his activity was slowed down markedly. Instead of 
dashing around the room firing his dart pistol, 
he laid down on the floor and quietly shot the darts 
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at the target. The fact that he held the pistol over 
the genital area while shooting was clear indication 
that the fantasy was the same even though the 
physical activity was reduced. 


It seemed important to conduct a study to deter- 
mine whether varying amounts of Thorazine effected 
any change in the fantasy of children. Since psycho- 
therapy with children depends so much upon the 
presence of fantasy which produces symbolic be- 
havior, any effect of medication toward reduction or 
alteration of fantasy should be known. 

Two children were selected for the study, a fifteen- 
year-old boy, diagnosed primary behavior disorder, 
conduct disturbance, and a ten-year-old girl diag- 
nosed chronic brain syndrome, post encephalitis with 
behavioral reaction. These two were selected because 
they had both given evidence of symbolic behavior 
in previous interviews, they were being seen on a 
regular individual basis, and already they were re- 
ceiving Thorazine daily. A physician was selected 
for each child to set up a schedule of medication 
covering a period of five weeks. Every three days 
the dosage was varied. Placebos rounded out the 
prescription so that throughout the experimental 
period the child received the same number of pills 
daily. Dosages varied from all placebo to 600 
mg/day for the boy, and from all placebo to 250 
mg/day for the girl. 

Thorazine was selected as the medication for this 
study because it is quickly excreted from the body. 
This permitted observations on successive days at 
varying levels of total dose. Only the physicians 
knew the dosage levels until the completion of the 
study. 

The observers who carried out the study were two 
occupational therapists. The boy was seen three times 
a week for individual activity in a shop. The girl 
was seen four times a week in a play therapy room 
for part play and part tutoring sessions. During 
these hours the therapists watched for fantasy ac- 
tivity as evidenced by symbolic behavior. Since 
fantasy cannot be observed directly it had to be 
judged by the presence of symbolic behavior which 
was defined as “any behavior which departed appre- 
ciably from the realistic and concrete”. 

As an example, it is usually possible in a therapy 
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session while watching a child hammering, to tell 
whether he is realistically pounding a nail into a 
board or symbolically taking revenge for some pre- 
vious hurt through displacement onto the materials. 
The observers used such criteria as the child’s ver- 
balizations, intensity of affect, productivity or prog- 
ress toward real goals, purposiveness of behavior, 
and repetitiveness, as the means by which they iden- 
tified realistic behavior and differentiated it from 
behavior which, being symbolic, communicated the 
fantasy of the patient to the therapist. 

The therapists rated each day’s session on a 
seven-point scale. Their rating was for quantity 
of fantasy or symbolic behavior displayed in the 
session as a whole. They also wrote a brief record 
of each session giving the content or quality of fan- 
tasy observed. During a pre-experimental run of 
two weeks the raters received training in making 
their observations using the rating scale and writing 
the anecdotal records. A helpful feature of the re- 
search design was the use of two completely separate 
experimental units consisting of patient, physician, 
and therapist which had the effect of building into 
the design its own replication. 

At the end of the experimental period a correla- 
tion was run between the numerical ratings of amount 
of symbolic behavior and the daily dosage of medi- 
cation. The correlation showed that there was no 
significant relationship between fantasy and medica- 
tion level. 

On the other hand there were changes in the level 
of symbolic activity which had to be accounted for 
in some fashion. Examination of the ratings in 
chronological order revealed a trend toward higher 
levels of symbolic behavior with the approach of 


VoL. 85, Aucust, 1958 


Christmas, which occurred on the third week of 
the study, and a falling off after New Year. This 
suggested that fantasy may be more related to events 
in the living environment than to the intake of medi- 
cation. 


It is known that for limited periods of time, 
placebos alone have a certain psychic value. One 
report relates that children fell asleep after taking 
a placebo pill which they thought was a soporific; 
others taking the same pill became hyperactive be- 
cause they had been told it was a “pep” pill. In 
the present study no difference could be observed 
in production of fantasy on the days when the child 
received placebo. This was probably because in a 
long continued course of medication, any psychic 
values become diminished, with only bona-fide medic- 
inal effects remaining. In the case of Thorazine 
these seem to be chiefly a calming down of motor 
activity. On the other hand, the one day that the 
girl received a rating of seven—the highest for fan- 
tasy—she was receiving 100 mg/day. It was on this 
day that she learned she could go home for Christmas. 


SUMMARY 


Two children were rated for fantasy level during 
therapy hours over a month’s period during which 
time their Thorazine intake was systematically 
varied. The 


therapists had no knowledge of 


whether the child was receiving placebo or up to 
600 mg/day during this period. There was no evi- 
dence to support the hypothesis that Thorazine affects 
fantasy in any way. There was evidence that events 
in day-to-day living have considerable effect in 
stimulating fantasy, regardless of the medication 
level. 


Pre-Paid Medical Care.... 


Paid-Up-At-65 

In an article recently published by Medical Eco- 
nomics', a physician proposes that the answer to 
the Forand Bill is to be found in “paid-up-at-65” 
insurance. The author, Dr. Alexander A. Jaworski, 
is chairman of the prepayment health insurance 
committee of the Pawtucket (R. I.) Medical Society; 
he writes, “I see no reason why all existing Blue 
plan contracts shouldn’t be replaced by a new con- 
tract offering paid-up-at-65 health coverage. Nat- 
urally, such coverage would cost the subscriber more 
during his working years. But he’d get continuing 
benefits without the burden of continuing premiums 
after his retirement.” 

That any foot-in-the-door type of legislation, such 
as the Forand Bill, must somehow be obviated is 
clearly recognized by all physicians who sincerely 
believe the American public will be best served by 
continuance of our voluntary, free-enterprise system 
of providing medical care. Accordingly, the thought 
and effort that Dr. Jaworski put into his proposal 
must be appreciated. Nonetheless, there is so much 
at stake that each and every suggestion, such as 
“paid-up-at-65’’, must be studied critically—it is 
too late for trial and error methods. The first mis- 
take will be our last. The public’s disappointment 
in that mistake undoubtedly will be translated into 
legislative action—but fast. 

To appraise the proposal that Blue Cross issue 
“paid-up-at-65” contracts, one must of course have 
an understanding of Blue Cross operations. The 
majority of Blue Cross Plans operate on this basis: 
A Blue Cross Member Hospital provides the Sub- 
scriber-patient with a semi-private room and with 
all of the so-called “extras” the patient requires; 
for this care the hospital makes no charge directly 
to the patient but looks to the Plan for reimburse- 
ment of its cost of providing these services. Ad- 
vances in medical science, and other factors perhaps 
as constant, currently are causing the cost of pro- 
viding hospital services to increase at a rate of more 
than 5% per year. Blue Cross is meeting these ever- 
increasing hospital costs. 


Because what goes out 
must first come in, Blue Cross must arrange for 
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adequate income or adequate reserves in order to 
do so. 


One problem then, as concerns Blue Cross and 
“paid-up-at-65” benefits, is the difficulty of making 
accurate predictions about the future cost of operat- 
ing hospitals, so that an appropriate amount of 
“surcharge” to Subscribers might be made to cover 
the Plan’s future expenditures in their behalf. Blue 
Cross, unlike insurance, has no fixed liability. As 
of today, anyway, it is seemingly impossible to 
predict accurately the level of Blue Cross liabilities 
—hospital operating costs—as far in advance as ten 
years. But in order to compute the amount of ‘“sur- 
charge” payable by its “average Subscriber” (whose 
age is under 40), a Plan would have to know what 
hospital operating costs are going to be during the 
1-to-20 year period of that Subscriber’s retirement, 
which period will not start until 25 years after the 
computation must be made. 

With its relatively fixed liability, based on stipu- 
lated limits to its indemnity payments, insurance does 
not have this problem; however, limited indemni- 
fication per se creates another problem—not for the 
insurance company but for the public. For ex- 
ample, fifteen years ago a “$6 and $60” was a popu- 
lar, and reasonably adequate, health insurance pol- 
icy. It provided for $6.00 a day toward the charges 
for a hospital room and general care, and up to 
$60 for the “extras”. If, fifteen years ago, a policy 
holder had retired with such a policy on a paid-up 
basis, the adequacy of his coverage today would be 
less than 30% of what it had been. This retired 
octogenarian would someplace have to find maybe 
$100 to $150 to meet the balance of the hospital’s 
charges for a ten-day stay—assuming he was lucky 
enough to require only ten days of hospitalization. 
Things are moving so fast that what this year might 
be an adequate indemnity is apt to be “sub-standard” 
in 1960, and patently inappropriate in 1965. 

Dr. Jaworski suggests that Blue Cross might 
handle the problem presented by those folks who 
are now close to retirement age, i.e., persons who 
would pay a “surcharge” for only five or ten years, 
by reducing their paid-up benefits. Reducing bene- 
fits for retirees—provision of “sub-standard” bene- 
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fits, certainly—is completely contrary to Blue Cross 
policies and philosophies. To provide for “paid-up- 
at-65” benefits a Plan, the majority of whose mem- 
bers were about 40 years old, might “guesstimate” 
(as explained, a good estimate would be impossible) 
that a “surcharge” of a certain amount would have 
to be paid by each member, over an average period 
of 25 years, into a special reserve. It is suggested 
that a Subscriber who paid this “surcharge’’ for only 
five years would have to accept reduced paid-up 
benefits. But the actuarily necessary reduction would 
be in the same ratio as 5 years is to 25 years. Thus, 
a person who was 60 when the paid-up program 
started, upon retirement at 65, would have available 
to him as paid-up benefits only one-fifth of the care 
he is apt to need—80% of his hospital charges 
would have to be paid out of his own pocket. Blue 
Cross would not countenance such an arrangement— 
nor would the public. 


ew 


The “paid-up-at-65” idea, neither through Blue 
Cross nor through insurance indemnification, ap- 
pears to be a feasible, adequate answer to the Forand 
Bill. But are not Blue Cross-Blue Shield and a few 
(too few) 
available a truly satisfactory answer to the medical- 
economic problems that prompted it? 


insurance programs presenily making 


The Division of Program Research of the U. S. 
Department of Health, Education, and Welfare re- 
cently released the information that “the findings 
from the September 1956 survey and the comparison 
with the March 1952 survey point to the conclusion 
that persons entering the retirement years continue 
the health insurance they obtained when they were 
younger, if it is possible to do so’* Blue Cross-Blue 
Shield, from their very beginning, have always per- 
mitted subscribers to continue membership after re- 
tirement—and have continued the memberships of 
survivors of deceased retirees. 
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In many Blue Cross Plan areas, as in Virginia, 
the ratio of 65-and-over members to total members 
is the same as the comparable ratio computed from 
the census figures for the total population of those 
areas. This fact substantiates the conclusion that 
retirees and oldsters are indeed able to continue their 
Blue Cross memberships, paying the regular com- 
munity-rate which is charged by Blue Cross. 

The HEW researchers state, however, “Until the 
time comes when insurance can be continued after 
age 65 by most persons (including widows after 
their family policy has been terminated by the death 
of their spouse), it appears that large segments of 
the aged population will live out their years without 
this form of personal security.”* The majority of 
commercial insurance programs currently in effect 
make no provision for retirees—much less for widows 
of retirees—and therefore are actually making al- 
most mandatory the passage of Forand-type of social 
legislation. 

But if all organizations in the prepayment field 
were to offer truly equitable conversion opportuni- 
ties, to charge community-rates, and to be public 
health oriented in policy and philosophy—then folks 
would be able, on a voluntary basis, to obtain the 
personal security they are demanding. Then the 
problems of financing health-care for oldsters would 
be ameliorated, at least to the extent that need for 
Forand-type of legislation would be obviated. If 
such community-minded, public-health oriented prac- 
tices and policies are incompatible with commercial 
interests, then commercial enterprises should aban- 
don or be forced from the public health field, leaving 
it to organizations which are dedicated to solving 
public health problems. 


1. “How to Fight The Forand Bill’, Alexander A. 
Jaworski, M.D., Medical Economics, July 7, 1958. 
2. Research and Statistics Note No. 17, June 11, 1958. 
3. Ibid. 


Public Health.... 


Study of Cases of Paralytic Poliomye- 
litis in Triply-Vaccinated Persons 
While cases of paralytic poliomyelitis are rare in 
persons who have received three doses of Salk polio- 
myelitis vaccine given at properly spaced intervals, 
when they do occur they are of very great scientific 
interest. Some cases originally assumed to have been 
genuine poliomyelitis, after more careful study have 
been proved to have been due to agents other than 
one of the three known types of poliovirus. 

In 1957 there were 279 cases of poliomyelitis 
reported throughout the country in triply-vaccinated 
individuals. Of these, 178 were classified as non- 
paralytic poliomyelitis and 101 as paralytic. On 
further study investigators were unable to recover 
poliovirus from 70 of these 101 cases. It is evident 
that only 31 were actual cases of paralytic polio- 
myelitis. 

The National Foundation for Infantile Paralysis 
has recognized its duty to protect the integrity of the 
Salk poliomyelitis vaccine as the agent to be used 
in prevention of paralytic poliomyelitis. To this 
end the Foundation, in 1958, has undertaken the 
intensification of studies leading to the confirma- 
tion of the diagnosis of paralytic poliomyelitis in 
persons who have been triply-vaccinated and dis- 
proving the diagnosis in persons whose illnesses have 
been caused by other agents. Dr. Salk, himself, will 
make a special investigation of reported cases in- 
cluding an intensive study of other viruses in stool 
specimens and antibody determinations in blood 
specimens. The Foundation emphasizes the fact that 
they are not concerned with illnesses diagnosed as 
non-paralytic poliomyelitis and with paralytic polio- 
myelitis in other than triply-vaccinated individuals. 

The best method of discovering whether an ap- 
parent failure of Salk vaccine is actually due to an 
agent other than poliovirus is by isolation of virus 
from a stool specimen and by antibody tests of two 
blood specimens—the first taken at the onset of 
illness and the second during convalescence. The 
National Foundation for Infantile Paralysis has 
stressed the fact that these specimens should be ob- 
tained by the patient’s physician or by the local 
health director who has been authorized to do so by 
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the attending physician. Supplies have been sent 
to state representatives of the Foundation from Dr. 
Salk’s laboratory: 


1. Suitably labeled containers for stool specimens. 
2. Venules in appropriately labeled containers 
for obtaining blood specimens. 

3. Instructions for collecting and shipping the 

specimens. 

4. The necessary forms to accompany the speci- 

mens. 

Specimen containers are not being sent to local 
chapter chairmen of the Foundation because certain 
facts must be ascertained before the specimens are 
taken and it is the attending physician who sup- 
plies these facts. If too many are involved there 
may be a breach of the patient-physician relation- 
ship, which the Foundation does not wish to occur. 
Facts which the physician supplies are: 

1. Whether the patient is really paralyzed. 

2. Whether the patient really had three inocula- 
tions of Salk vaccine and the dates of injec- 
tions. 

3. The date of onset of illness and date of onset 

of paralysis. 

4. Location and type of paralysis. 

The chapter chairmen are urged to join in the 
scientific investigation by informing their state rep- 
resentative of any reported case of paralytic polio- 
myelitis in any person in his area who has received 
three injections of Salk vaccine. This is to be cer- 
tain that the state representative is promptly in- 
formed so that he may offer these services to the 
attending physician and may assist in the arrange- 
ments to have the necessary specimens obtained 
and sent to Dr. Salk’s laboratory. The chapter 
chairmen have been instructed that no attempt shall 
be made to obtain publicity on this particular study 
since it might create the erroneous impression that 
paralytic poliomyelitis among the triply-vaccinated 
is common. 

Stool specimens should be obtained as soon as 
possible after the onset of illness and if difficult 
to obtain, a rectal swab will serve as a suitable sub- 
stitute. The acute blood specimen should also be 
collected as soon as possible after the onset of the 
illness. The convalescent blood specimen should be 
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drawn three or four weeks after the onset of the 
illness. Stool specimens should be stored frozen 
until shipped. Blood specimens should not be frozen 
but should be refrigerated until shipped. All speci- 
mens should be obtained by the attending physician 
or by the local health director. The containers and 
proper forms will be supplied by the state repre- 
sentative of the National Foundation for Infantile 
Paralysis and he will assist in shipping the speci- 
mens to Dr. Salk’s laboratory. He will also notify 
the Laboratory of the University of Pittsburgh by 
telephone before the specimens are shipped, the esti- 
mated time of their arrival and the name of the 
airline and the number of the flight which will ac- 
tually make the delivery in Pittsburgh. He will 
confirm this information to the Virus Research Lab- 
oratory of the University of Pittsburgh by telegram. 

It is clearly evident that the cooperation of all 
physicians is needed in reporting immediately a sus- 
pected case of paralytic poliomyelitis in a triply- 
vaccinated individual. The cooperation of the local 
director of health is needed in promptly notifying 
the state representative of the National Foundation 
for Infantile Paralysis so that proper containers 
and forms can be supplied. The health director can 
be of further service in seeing that the specimens 
are collected at the proper time and that the state 
representative of the Foundation has them in hand 
to forward to Dr. Salk’s laboratory as outlined above. 
With all concerned working together to reach the 


Television, air conditioning, and eating between 
meals have combined to produce a new hot weather 
syndrome among children. It is characterized by the 
“pale, flabby, tired child who has gained excessive 
weight during the warm weather because he has 
stayed in an air-conditioned house watching tele- 
vision most of his waking hours and has indulged 
in frequent between-meal snacks that have spoiled 
his appetite for well-balanced meals.” 

Poor appetite in the summer and faulty eating 
habits may result from uncontrolled use of cold, 
high-caloric drinks or food, from failure to take 
adequate exercise, and from overindulgence in be- 
tween-meal snacks. 


A procedure for avoiding these problems was out- 
lined by Drs. Floyd A. Norman and Edward L. 
Pratt in a special report on feeding children during 
hot weather, prepared for the American Medical 
Association Council on Foods and Nutrition. It 
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Summer Eating Rules 


same goal, it should be possible to definitely diag- 
nose any case of paralytic poliomyelitis that may 
develop in a triply-vaccinated individual. 

The state representatives for the National Foun- 
dation for Infantile Paralysis are: 

O. Lee Hodgkins (State and Eastern District) 

1 N. Fifth Street 

Richmond, Virginia 

Wally Anderson (Northern District) 

1 N. Fifth Street 

Richmond, Virginia 

William S. Board (Western District) 

920 S. Jefferson Street, Room 206 

Roanoke, Virginia 


MonTHLY ReporT OF BUREAU OF COMMUNICABLE 
DIsEASE CONTROL 


Jan.- Jan.- 

June June June June 

1958 1957 1958 1957 

Brucellosis 4 2 11 12 
Diphtheria 1 3 13 x 
Hepatitis 14 39 139 268 
Measles 2914 900 19412 4326 
Meningococcal! Infec. 5 6 48 39 
Meningitis (Other) 19 24 102 99 
Poliomyelitis 6 5 10 16 
Rabies (In Animals) 11 26 189 177 
Rocky Mt. Spotted Fever 9 1+ 10 16 
Streptococcal Infec. 427 474 4399 4242 
Tularemia 3 2 21 19 
Typhoid Fever 5 3 15 20 


appears in the April 26th A.M.A. Journal. 

Hot weather imposes no special dietary require- 
ments for children. They need the same well-bal- 
anced diet they always need, along with extra water. 
They do not need additional quantities of salt. Only 
adults under “conditions of great physical activity 
associated with extremely large outputs of sweat” 
need sodium chloride tablets. It is unwise for adults 
to condition children to dislike hot weather or to 
foist summertime food fads on them. 

They noted that if infants and children eating 
well-balanced diets do not tolerate ordinary heat, 
they should be examined for illness rather than 
changing their diets. 

The authors are affiliated with the department of 
pediatrics, University of Texas Southwestern Medi- 
cal School, the Children’s Medical Center, and 
Parkland Memorial Hospital, Dallas. 


Miscellaneous .... 


Principles of Medical Ethics. 

This is the sixth of the series of “Principles of 
Medical Ethics’, the first appearing in the February 
issue. Each section will be reviewed, accompanied 
by a detailed explanation from the Judicial Council 
of the American Medical Association. 

SECTION 7 

In the practice of medicine a physician should 
limit the source of his professional income to medi- 
cal services actually rendered by him, or under his 
supervision, to his patients. His fee should be 
commensurate with the services rendered and the 
patient’s ability to pay. He should neither pay nor 
receive a commission for referral of patients. Drugs, 
remedies or appliances may be dispensed or sup- 
plied by the physician provided it is in the best 
interests of the patient. 

TRADITIONAL CONCEPTS INCLUDED 

WITHIN SECTION 7 

The Judicial Council is of the opinion that Sec- 
TION 7 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections 
of the 1955 edition of the Principles, including 
Chapter I, Section 6 (Payment for Professional 
Services) ; Chapter I, Section 8 (Dispensing of Drugs 
and Appliances by Physicians); Chapter I, Section 
9 (Rebates and Commissions); Chapter VII, Sec- 
tion 1 (Limits of Gratuitous Service). These sec- 
tions are reproduced below as guides in the inter- 
pretation of SECTION 7. 


CHAPTER I, SECTION 6 (PAYMENT FOR PROFES- 
SIONAL SERVICES) 1955 EDITION OF THE PRINCIPLES 
or MepIcaL Eruics: 

The ethical physician, engaged in the practice 
of medicine, limits the sources of his income re- 
ceived from professional activities to services 

rendered the patient. Remuneration received for 
such services should be in the form and amount 
specifically announced to the patient at the time 
the service is rendered or in the form of a subse- 
quent statement. 

Unethical methods of inducement to refer pa- 
tients are devices employed in a system of patron- 
age and reward. They are practiced only by 
unethical physicians and often utilize deception 
and coercion. They may consist of the division 


452 


of a fee collected by one physician ostensibly for 


services rendered by him and divided with the 
referring physician or physicians or of receiving 
the entire fee in alternate cases. 

When patients are referred by one physician to 
another, it is unethical for either physician to 
offer or to receive any inducement other than the 
quality of professional services. Included among 
unethical inducements are split fees, rebates, 
“kickbacks,” discounts, loans, favors, gifts, and 
emoluments with or without the knowledge of 
the patient. Fee splitting violates the patient’s 
trust that his physician will not exploit his de- 
pendence upon him and invites physicians to 
place the desire for profit above the opportunity 
to render appropriate medical service. 

Billing procedures which tend to induce phy- 
sicians to split fees are unethical. Combined bill- 
ing by physicians may jeopardize the doctor- 
patient relationship by limiting the opportunity 
for understanding of the financial arrangement 
between the patient and each physician. It may 
provide opportunity for excessive fees and may 
interfere with free choice of consultants, which 
is contrary to the highest standards of medical 
care, 


CHAPTER I, SecTION 8 (DiIsPpENSING oF DruGs AND 
APPLIANCES BY PHYSICIANS) 1955 EDITION OF THE 
PRINCIPLES OF MepicaL ErHIcs: 
It is not unethical for a physician to prescribe 
or supply drugs, remedies, or appliances as long 
as there is no exploitation of the patient. 


CHAPTER I, SECTION 9 (REBATES AND COMMIS- 
SIONS) 1955 EDITION OF THE PRINCIPLES OF MED- 
IcAL ErHics 
The acceptance of rebates on prescriptions and 
appliances or of commissions from those who aid 
in the care of patients is unethical. 


CuapTer VII, Section 1 (Liuits oF GraTurrous 
SERVICE) 1955 EDITION OF THE PRINCIPLES OF 
MepicaL Eruicss 
Poverty of a patient, and the obligation of phy- 
sicians to attend one another and the dependent 
members of the families of one another, should 
command the gratuitous services of a physician. 
Institutions and organizations for mutual bene- 
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fits, or for accident, sickness and life insurance, 
or for analogous purposes, should meet such costs 
as are covered by the contract under which the 
service is rendered. 


ANNOTATIONS 
to 
SECTION? 
OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 


The following are excerpts from Reports and 
Opinions of the Judicial Council which are ap- 
plicable in interpreting SECTION 7. 

Free Spiirtinc DEFINED 

By the term secret splitting of fees is meant the 
sharing by two or more men in a fee which has been 
given by the patient supposedly as the reimburse- 
ment for the service of one man alone. By secrecy 
is meant that the division of the fee is done without 
the knowledge of the patient or some representative 
of the family. It includes those cases in which the 
term assistant is used as a subterfuge to obtain a 
part of the fee which otherwise could not be right- 
fully claimed. The term commission refers to those 
rebates, “rake offs,” or pro rata moneys sent for 
referring patients or favors received and not for 
medical and surgical services rendered. 

The Judicial Council recommends for adoption 
by the House of Delegates the following resolutions: 

Reso.vep, That any member of the American 
Medical Association found guilty of secret fee split- 
ting or of giving or receiving commissions shall 
cease to be a member of the American Medical As- 
sociation. 

RESOLVED, That the House of Delegates of the 
American Medical Association recommends to each 
constituent body that it endeavor through the action 
of its various county societies to reform the various 
abuses of lodge practice in their separate commu- 
nities in order that the lodges may give an adequate 
service to its members and an honorable remunera- 
tion to the medical men. (1912 Report). {Adopted 
by the House of Delegates. | 
Locat Societies Must Combat FEE SpLirrinc 

As has been done in former reports, the Council 
wishes to record its condemnation of fee splitting 
wherever it may be found, and to urge component 
societies and constituent associations to purge their 
membership of any who wilfully refuses to desist 
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from such practice, the continuance of which can 
only bring dishonor and reproach on the medical 
profession. (1924 Report). 
Stock COMPANIES OF PHYSICIANS TO OPERATE 
CLINICS OR LABORATORIES 


Several proposals looking to the organization of 
groups of physicians in cooperative projects have 
been submitted to the Judicial Council. In most 
instances these have been in the nature of stock 
selling and stock holding schemes whereby physi- 
cians interested would realize on investments in pro- 
portion to the amount of work referred by them to 


the “clinic” or laboratory operated under the par- 


ticular scheme. After its examination of these pro- 
posals, the Council has concluded that nearly all 
of them appear to be open to the criticism that they 
are, or may be suspected of being, essentially fee- 
splitting projects. The Council, therefore, has re- 
fused to give its approval to joint stock companies 
of physicians organized for the purpose of operating 
clinics or laboratories with the stock owned in part 
or in whole by physicians connected only as stock- 
holders. (1926 Report). 


Fee SPLITTING Is GIVING or RECEIVING A Com- 
MISSION 


The Judicial Council holds to the opinion that a 
division of a fee constitutes a giving and a receiv- 
ing of a commission. (1929 Report). 


DIVISION OF FEES AND ACCEPTANCE OF COMMISSION 

There have been widespread inquiries and com- 
plaints concerning the practice of medicine by hos- 
pitals, the division of fees between hospitals and 
doctors, the acceptance of commissions or rebates by 
ophthalmologists from opticians, the extensive un- 
ethical instances of contract practice particularly 
in the Pacific Coast states. Concerning all of these 
matters it is sufficient to say that wide extent of an 
unethical practice does not make it ethical. Ethics 
has to do with principles, not numbers or locality. 
A procedure unethical in one part of the country 
cannot be ethical under the same circumstances in 
another. Because the percentage of rebate is large in 
comparison, and in a year amounts to a considerable 
sum, and although many of the practitioners in a 
specialty may accept those rebates, the acceptance is 
no more ethical than for the general practitioner to 
accept a rebate on the occasional truss he may pre- 
scribe. The Judicial Council deplores such ignoring 
of ethical principles, not only because of the extent 
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of the practice but because in many instances the 
plea of the financial necessity cannot be offered as 
an excuse. The Council can only publicize the abuses 
and express its severe condemnation of them. It has 
(1934 


no power in itself of control or correction, 
Report). 


DivIsIONn oF INCOME By MEMBERS OF A GROUP 


It is important to bear in mind that the division 
of income given to members of a group practicing 
jointly or in partnership must be in proportion to 
the value of the services contributed by each indi- 
vidual participant. To divide the income of the 
group equally after deducting expenses would be in 
fact the division of fees, which is not only unethical 
no power in itself of control or correction. (1934 
Report) 


Division OF PHysICcIAN’s FEE WITH 

The suggestion has been made by some hospitals 
that physicians who utilize the hospital facilities 
should pay to the hospital a percentage of the fees 
which they receive from their patients while being 
cared for in the hospital. 

The Council has many times expressed itself on 
the subject of fee splitting. The suggested proposal 
is clearly a case of splitting or sharing professional 
fees with a lay organization which should not render 
professional service in the first place, but which, in 
addition, has already levied its regular bill for the 
services which it legitimately rendered. (1952 Re- 


port). 


Puysician’s SHOULD Not INCLUDE BILLs oF 
COLLEAGUES 

The Judicial Council has held many times that 
when a surgeon renders a bill for his fee it should 
not include bills from colleagues who act as as- 
sistants or anesthetists, but these colleagues should 
render their own bills. The Judicial Council has 
also held that associate membership, no matter by 
what name called, in a clinic, of a physician who 
lives in another town from that in which the clinic 
is located, and who sends patients to this clinic for 
treatment and receives compensation therefor, is 
practicing unethical medicine as well as the phy- 
sicians who own the clinic. In fact, a physician who 
does this and lives in the same town where the clinic 
operates would be unethical if he practices in this 
manner. 

A patient is entitled to the best treatment possible 
and a physician referring a patient to a consultant 
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should select the consultant because of his ability 
and not because of pecuniary gain to the physician 
referring the patient. (1952 Report). 


PHYSICIANS SHOULD RENDER SEPARATE BILLS 

In many cases insurance companies insist on a 
joint or combined bill, but the bill is being paid in 
most instances by two checks. This is not consid- 
ered unethical, and all insurance plans which do 
not pay the individual physician in this manner 
should be urged to do so. 

The Judicial Council is still of the opinion that, 
when two or more physicians actually and in person 
render service to one patient, they should render 
separate bills. There are cases, however, in which 
the patient may make a specific request to one of the 
physicians attending him that one bill be rendered 
for the entire services. Should this occur, it is con- 
sidered to be ethical if the physician from whom 
the bill is requested renders an itemized bill setting 
forth the services rendered by each physician and the 
fees charged. The amount of the fees charged should 
be paid directly to the individual physicians who 
rendered the services in question. 

Under no circumstances shall it be considered 
ethical for the physicians to submit joint bills unless 
the patient specifically requests it and unless the 
services were actually rendered by the physicians 
as set out in the bill. (1954 Report). 


REBATES FROM SALE OF MEDICINES OR APPLIANCES 


It should be well known by this time that the 
traditional interpretation of the Principles of Med- 
ical Ethics by the various Judicial Councils in the 
history of the Association has been that the doctor 
may receive no profit whatever from his patient other 
than payment for rendered medical services. Hence 
it should be apparent that no rebate of any kind, in 
any form or from any source can be accepted. This 
applies also to rebates coming from agents or owners 
of optical companies. They are, in every case, ab- 
solutely unethical. (1947 Report). 


AGREEMENT BETWEEN PHYSICIANS AS TO FEE— 
BILLING PROCEDURE 

Chapter I, Section 6 of the Principles of Medical 
Ethics (1955 edition) suggests that remuneration 
received for professional service should be in an 
amount announced to the patient and states that 
billing procedures that violate the patient’s trust or 
that place profit above appropriate medical service 
are unethical. On no occasion has the Judicial Coun- 
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cil expressed the opinion that it is unethical for 
physicians to consider the economic status of a 
patient in a conscientious endeavor to keep the total 
cost of medical and surgical care within the eco- 
nomic limitation of the patient. This practice, car- 
ried out in the interest of the patient, is the antithesis 
of unethical practices that increase the costs of 
medical care and cause deterioration of medical 
service. In the opinion of the Judicial Council, it 
is not unethical for physicians mutually to establish 
the relative value of their professional services, as 
such services relate to the economic ability of the 
patient to pay, but each physician should submit a 
bill for the service he has himself rendered and 
receive payment therefore directly from patient. 
(JAMA, May 7, 1955). 


PuRCHASE OF MEDICAL PRACTICE ON PERCENTAGE 
Basis 

It is the opinion of the Judicial Council that the 
purchase of a medical practice on a percentage basis 
is contrary to and in violation of Chapter 1, Section 
6 of the Principles (1955 edition). A physician 
may pay anything he wants to for the practice as 
long as a set price is established, but it is unethical 
for a physician to pay a percentage of the income 
of the practice that he has purchased as payment 
for it. The use of a percentage of fees or an in- 
definite sum as the purchase price for a medical 
practice results in dividing fees paid for professional 
service with a third party—a stranger to the phy- 
sician-patient relationship. The Council recognizes 
that once a price has been established it may be paid 
according to the mutual agreement of the parties and 
that payment of an established price predicated on 
a percentage of the income of the purchaser is not 
contrary to the Principles. The Council would point 
out that is axiomatic that a physician must bill a 
patient for professional services that he actually and 
in person renders to the patient. He must not divide 
that fee with another. Such practice violates the 
physician-patient relationship and may be regarded 
as a commission for having referred the patient. 
Further, the Council believes that the use of a 
percentage arrangement indirectly tends towards 
solicitation of patients for or on behalf of the pur- 
chasing physician, because the seller clearly derives 
greater profit from greater income. (JAMA, May 7, 
1955) 


Fre CONTINGENT ON OUTCOME OF LITIGATION 
The Principles of Medical Ethics (Chapter I, 
Section 6, 1955 edition) provided that remuneration 
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received for professional services rendered the pa- 
tient should be in the form and amount specifically 
announced to the patient at the time the service is 
rendered, or in the form of a subsequent statement. 
It is the opinion of the Judicial Council that the 
contracting for, or acceptance of, a contingent fee 
by a doctor, which is based on the outcome of liti- 
gation, whether settled or adjudicated, is unethical. 
The Judicial Council would point out that the laborer 
is worthy of his hire and that the physician, having 
only his services to sell, has an obligation to place 
a fair value on those services. Ethically this value 
should be based upon the value of the service ren- 
dered by the physician to the patient and not upon 
the uncertain outcome of a contingency that does 
not in any way relate to the value of the service. 
Furthermore, the Council is of the opinion that the 
physician’s obligation to uphold the dignity and 
honor of his profession precludes him from enter- 
ing into an arrangement of this nature because, if a 
fee is confingent upon the successful outcome of a 
claim, there is the ever-present danger that the phy- 
sician may become less of a healer and more of an 
advocate—a situation that does not uphold the dig- 
nity of the profession of medicine. (JAMA, October 
15, 1955). 


ENTERTAINMENT OF OTHER Doctors 

In its 1951 Report to the House of Delegates, the 
Council stated that it does not consider expenditures 
by physicians for the entertainment of other phy- 
sicians as unethical. There are circumstances under 
which a professional obligation may rest on a phy- 
sician to entertain other physicians. It certainly is 
not an uncommon practice and is recognized by the 
profession generally as entirely proper and justi- 
fiable. (JAMA, March 30, 1957) 


ITEMIZED BILL 

Nothing in the Principles of Medical Ethics pro- 
scribes the submission of an itemized bill by a phy- 
sician to his own patient for medical service he 
actually rendered to the patient. (JAMA, March 
30, 1957). 


COMBINED OR JOINT BILLs 

The Judicial Council has stated repeatedly (in 
its June 1954 Special Report and its December 1952 
Annual Report, to cite two occasions) that, when two 
or more physicians actually and in person render 
service to one patient, they should render separate 
bills. The Special Report of June 1954 indicates 
two exceptions to this general rule, namely, when a 
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patient requests a single bill or when an insurance 
company demands one. The Council has insisted, 
however, that these instances are to be recognized 
as exceptional cases and not routine. (JAMA, 
March 30, 1957 


SEPARATE BILL FROM ANESTHESIOLOGIST 
Medicine has always insisted that anesthesia is 
a medical service, which should be administered by 
a licensed, trained physician or by another ade- 
quately trained person who acts under the direction 
and supervision of a physician who assumes respon- 
sibility for the medical service rendered. A phy- 
sician properly should present a bill for the services 
he renders to the patient. (JAMA, March 30, 1957). 


REFERRING PHYSICIAN AS ASSISTANT—BILLING 
PROCEDURE 


When two or more physicians actually and in per- 
son render services to one patient they should render 
separate bills. It is contrary to the traditions of 
the Association and spirit of the Principles for the 
surgeon to bill for the total surgical procedure and 
pay an assistant from the amount so received. The 
practice fails to impress patient with the gravity of 
surgical care—which is not a one-man procedure— 
and it tends to make the surgical fee appear dis- 
proportionately high. 

The Judiciai Council suggests, in the best inter- 
est of the profession, that the patient be fully advised 
of the need for an assistant, and told that this is 
necessary in his own best interest. The patient 
should also be advised that the assistant will earn 
and charge a fee for his services and will send a 
bill for his services direct to the patient, which the 
patient should pay to the assistant. (JAMA, March 
30, 1957). 


PHYSICIAN EMPLOYED By CLINIC OR ANOTHER 
PHYSICIAN 

It is not unethical in itself for a physician to 
accept part-time employment under another phy- 
sician or in a clinic. The physician so employed and 
his employer must observe, however, all Principles 
of Medical Ethics in their relationship with each 


other and with their patients. (JAMA, March 30, 
1957). 


STocK OWNERSHIP ON PHARMACEUTICAL FIRM 


The physician as a citizen has the right to make 
investments according to his own best judgment. 
The fact that he is a physician should not preclude 
him from investing in the stock of a pharmaceutical 
company. Returns from his investment could not, 
in any practical sense, be considered a rebate or 
an indirect income gained secretly from patients 
for whom he may have prescribed products of the 
firm whose stock he holds, provided, of course, no 
subterfuge is employed and no unusual control of 
the company is exercised by the doctor. (JAMA, 
March 30, 1957). 


OWNERSHIP OF PHARMACY By PHYSICIAN 

The Principles of Medical Ethics were revised in 
Atlantic City at the June 1955 Session of the House 
of Delegates to read as follows: “It is not unethical 
for a physician to prescribe or supply drugs, rem- 
edies, or appliances as long as there is no exploita- 
tion of the patient.” 


Under this language, the Judicial Council does 
not believe it can be considered unethical for a 
physician to own or operate a pharmacy provided 
there is no exploitation of his patient. 
March 30, 1957). 


(JAMA, 
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Cwrnrent Currents 


SPECIAL REPORT ON ACTIONS OF THE HOUSE 
OF DELEGATES OF THE AMA 


VIRGINIA has been honored by the election of Dr. W. Linwood Ball, Richmond, to 
the office of Vice-President of the American Medical Association. 


RELATIONS BETWEEN MEDICINE and the UMWA Welfare and Retirement 
Fund was the subject of lengthy discussion. A reference committee report concurred 
with an opinion of the Board of Trustees that final action on two resolutions adopted 
in December, 1957, should be postponed until the final report of the Commission on 
Medical Care Plans is received. One of those resolutions, number 20, declared that “‘a 
broad educational program be instituted at once by the American Medical Association 
to inform the general public, including the beneficiaries of the Fund, concerning the 
benefits to be derived from preservation of the American right to freedom of choice 
of physicians and hospitals as well as observance of the ‘Guides to Relationships Be- 
tween State and County Medical Societies and the UMWA Welfare and Retirement 
Fund’ adopted by this House last June.” 


The House of Delegates, however, by a vote of 110 to 72, adopted a floor amendment 
which directed the AMA Headquarters Staff, under supervision of the Board of Trus- 
tees, to proceed immediately with the campaign which was originaily ordered at Phil- 
adelphia last December and that the Council on Medical Service be relieved of any 
further responsibility in the matter. 


SOCIAL SECURITY COVERAGE for self-employed physicians was a subject of seven 
resolutions. The House disapproved of three which called for polls or a referendum 
of the AMA membership, one which favored state-by-state participation in Social Se- 
curity, and two which called for compulsory inclusion on a national basis. Instead, 
the House adopted a resolution pointing out that “American physicians always have 
stood on the principle of security through personal initiative,” and reaffirming un- 
equivocal opposition to the compulsory inclusion of self-employed physicians in the 
Social Security system. 


ATTENTION WAS CALLED to the $619,614,000 spent by the federal government 
on hospitalized medical care of Veterans in VA hospitals during 1957, of which about 
75 per cent had non-service connected disabilities. Pointing out that ways and means 
of obtaining economy in federal government are allegedly being sought by Congress 
at this time, the House urged congressional action to restrict hospitalization of Veterans 
at VA hospitals to those with service-connected disabilities. It also recommended that 
AMA suggest to Dean’s Committees that they restrict their activities to VA hospitals 
admitting only patients with service-connected disabilities. 


Et 
= 


MEDICARE was the subject of a resolution calling for repeal, modification or amend- 
ment of Public Law 569. The House took the position that desired changes in the 
Medicare program could be accomplished through modification of the present imple- 
menting directives without the necessity for new legislation. The House reaffirmed 
the action taken last year in New York recommending that the decision on type of 
contract and whether or not a fee schedule is included in future contract negotiations 
should be left to individual state determination. Also reafirmed was the Association’s 
basic contention that the Dependent Medical Care Act as enacted by Congress does not 
require fixed fee schedules; the establishment of such schedules would be more expen- 
sive than permitting physicians to charge their normal fees, and fixed fee schedules would 
ultimately disrupt the economics of medical practice. 


PROBLEMS connected with the raising and distributing of funds since development 
of the concept of united community effort were reviewed by the House. The follow- 
ing statement, offered in the form of amendment from the floor, was adopted: “(1) 
That the House of Delegates reiterate its commendation and approval of the principal 
voluntary health agencies. (2) That it is the firm belief of the American Medical 
Association that these agencies should be free to conduct their own programs of re- 
seatch, public and professional education and fund raising in their particular spheres 
of interest. (3) That the House of Delegates respectfully requests that the American 
Medical Research Foundation take no action which would endanger the constructive 
activities of the national voluntary health agencies. (4) That the Board of Trustees 


continue actively its studies of these perplexing problems looking forward to their ul- 
timate solution.” 


THE HOUSE adopted a resolution requesting the Board of Trustees to make an imme- 
diate survey and re-evaluation of “the functions and effectiveness of the over-all A.M.A. 
legislative system, including the Washington office, in the light of present-day needs 
of the government, public and medical profession alike for effective liaison between 
government and medicine on all matters affecting the public’s health and adequate, 
prompt and accurate transmittal to the full membership of the A.M.A. of information 
on all current public issues in which the physician has a direct interest.” The House 
asked that the Board of Trustees implement, as rapidly as possible, all changes and 
additions that its survey discloses are desirable to achieve the basic purpose of the res- 
olution, “effective public and government relations.” 


MIAMI BEACH was chosen to replace Chicago as the site of the 1960 Annual Meet- 
ing. New York will be the site of the 1961 Annual Meeting. 


* * * 


This summary covers only a few of the important subjects considered by the AMA 
House of Delegates. The items were selected because of their unusual interest. 


FEditorial.... 


“Guilty of Malpractice” 


RECENT DEVELOPMENT in the ever changing medical scene is the not 

infrequent statement by a medical writer that if such and such a situation arises, 
the physician who does not do so and so is “guilty of malpractice”. It is easy to 
understand how an author may be so carried away by the intensity of his enthusiasm 
when writing about his favorite topic that he will find the next morning he has over- 
emphasized the message he penned the previous evening. Dangerous statements of this 
type should, however, be blue-penciled before they appear in print. 

Malpractice suits are a constant hazard to any physician and especially so to those 
who practice surgical specialties. A surgeon should not be subjected to misleading 
statements in medical journals which may be used against him in court with devastat- 
ing results, regardless of the remoteness of the application. It is too much to expect 
an attorney, however conscientious, not to avail himself of such a ready-made and 
heaven-sent weapon. He will not seek to find wherein the situation in question differs 
from that described by the incautious medical author. If he is worth his salt he will 
endeavor to show that the two cases were indeed identical and that the physician 
charged with malpractice stands indicted by the printed word of a medical confrere. 

An article in a medical journal and especially an article in a publication, that has 
been bound in book form, carries far more conviction to a layman than the identical 
information given verbally by the same individual. More often than not, a topic that 
is handled in this unguarded manner deals with a new and frequently unproven or 
debatable subject. To add to the problem, the writer of such an article is frequently 
well known in his field and his name may carry much weight with the jury. 

All of this means that such expressions should be avoided and those authors who 
favor the Virginia Medical Monthly with their manuscripts are earnestly requested to 


omit from their articles any reference to malpractice. 


H. J. W. 


Post Hoc,.... 


ee’ URGERY (or autopsy) confirmed the radiologic diagnosis.’ This statement, 
common in medical speech and writing, merits inspection. 

The radiologic reasoning may have been in error, though the conclusions be present 
(not confirmed) on definitive study, so that the less rigorous radiologic thinker may 
appear better, and the more rigorous one, worse. This may obtain, for example, when 
the clinician (or radiologist) “arrives” at the radiologic diagnosis under the stimulus 


of strong psychologic set stemming from thorough knowledge of the clinical picture 
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with less knowledge of anatomic variation and inherent shortcomings of the roentgen 
method (v. Editorial, Virginia Medical Monthly, 85:220-221, 1958). The radiologist 
who avers that the radiologic diagnosis was incorrect is a voice crying in the wil- 
derness. It was “proved”, wasn’t it? It were better to keep his silence; his adherence 
to objectivity will serve him well sooner or later. 


Relief of complaints following an anti-ulcer regimen, or the presence of a strongly 
positive tuberculin test in a child, for other examples, has been and will continue to 
be offered as “proof” that the chance accumulation of barium between two folds in 
the first case, and a pulmonary infiltration in the second case, were due to peptic ulcer 
and tuberculosis respectively. 


Koch’s postulates must have been evolved in an effort to straiten thinking in 
the heyday of relating bacteriologic discovery to disease. Strict fulfillment in a given 
case would leave no doubt about the relation of the microorganism to the disease. 
Nevertheless, in many cases the relation may be so close that assumption of their cause 
and effect is justified even though the four postulates cannot be fulfilled rigorously. 
Transference of these postulates to radiology is not possible, of course. The nearest 
we can come to their radiologic equivalent would be in the presence of surgical or 
autopsy specimens: ex corpore radiography of the offending organ should be super- 
imposable upon the prior study of the intact patient. While only the minority of 
radiologic diagnoses may be proved in this sense, it calls our attention to the need 
for especial avoidance of the fallacy of “Post hoc ergo propter hoc’, as extended to 
radiology. 


CuHrRIsTIAN V. CrmMIno, M.D., F.F.R. 


Nens.. 


Dr. W. Linwood Ball Honored. Committee, he has contributed much time and effort 


Virginia has been singularly honored by the elec- to the task of making sure that the program operates 
tion of Dr. W. Linwood Ball of Richmond to the on a sane and sound basis in Virginia. 
office of Vice-President of the American Medical The Medical Society of Virginia is proud indeed 
Association. of Dr. Ball’s record of service and extends to him 
Thus, within the brief span of four years, the Old sincere congratulations on this most recent, and per- 
Dominion has seen two of its sons elevated to rank- haps greatest, recognition of his dedicated abilities. 


ing positions in the world’s best known medical 
organization. Dr. Walter B. Martin, Norfolk, was New Members. 


President of the AMA during 1954-55. The following new members have been admitted 
The next 13 months promise to be busy ones for into The Medical Society of Virginia since the list 

Dr. Ball, who was only recently installed as President | Published in the July issue of the Monthly. 

of the Virginia Academy of General Practice. Such John Boyd Bullock, M.D., Richmond 

responsibilities, however, are not new to this hard Robert Lemont Cassidy, M.D., Culpeper 

working campaigner for a free, progressive medical Alvin Cohen, M.D., Petersburg 

profession. He has served as President of the Rich- Donald Bryant Crider, M.D., Staunton 

mond Academy of Medicine and is now in his third Adel Demiray, M.D., Galax 

year as a Delegate of The Medical Society of Vir- Alberto J. Garcia, M.D., Falls Church 

ginia to,the AMA. His committee assignments are John Fraser MacLellan, M.D., Winchester 

too many to enumerate, but it should be mentioned Benjamin Strawbridge Perkins, M.D., Marion 


that as Chairman of the Society’s Medicare Advisory 


Donald Rathbun, Jr., M.D., Charlottesville 
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Heribert George Saexinger, M.D., Newport News 
Bertram Fairley Townsend, M.D., Newport News 
Armistead Marshall Williams, M.D., Richmond 


Health Insurance Problems. 

The medical profession has an interest in the suc- 
cess or failure of voluntary health insurance. For 
some years, The Medical Society of Virginia has 
had an active Medical Service Committee. 

The health insurance industry is cognizant of the 
fact that the success of its product depends on the 
ability of the companies to conduct their affairs in a 
manner which appears reasonable to the medical 
profession. The profession provides the service paid 
for by insurance and renders the information on 
which claims are paid. 

In view of this inter-relationship, it is appro- 
priate that there be an on-going liaison between the 
two groups. 

The Medical Service Committee of The Medical 
Society of Virginia has designated a sub-committee 
to consider the problems of health insurance. Like- 
wise, the insurance industry through the Health In- 
surance Council has appointed a sub-committee to 
meet with and discuss mutual problems with the 
medical society. 

The composition of the committees is as follows: 

Sub-Committee on Voluntary Prepayment Plans 
of The Medical Service Committee of The Medical 
Society of Virginia 

Dr. William Johns, Chairman 
Dr. Beverley Clary 

Dr. Richard Ackart 

Dr. Harry B. Stone 

Sub-Committee on Medical Relationships of Vir- 

ginia Committee, Health Insurance Council 
Dr. Ennion Williams 
Mr. William Rowe 
Mr. Warren Foster 
Mr. Birch Douglass 

These committees, by no means, have the function 
of policing or coercing their colleagues. Each com- 
mittee should be able to perform an educational func- 
tion by assisting its parent group to understand the 
others problems. Physicians and insurance com- 
panies are invited to refer problems or suggestions 
for discussion. 


State Board of Medical Examiners. 


Governor Almond has appointed Dr. Joseph Glad- 
stone, Exmore, to the Board, succeeding Dr. W. R. 
Payne, Newport News. He also reappointed Drs. 
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Russell M. Cox, Portsmouth, and John C. Watson, 
Alexandria. All terms are for five years. 


Advisory Council of Nursing Training. 

The following physicians have been appointed by 
Governor Almond to the new Advisory Council of 
Nursing Training: Dr. Edward L. Alexander, New- 
port News; Dr. James D. Hagood, Clover; Dr. W. 
C. Caudill, Pearisburg; and Dr. J. Raymond Hutch- 
eson, Arlington. 


Cancer Research Building at University. 

Dean Thomas H. Hunter, University of Virginia 
School of Medicine, has announced the letting of the 
contract for construction of a four-story addition 
to the present three-story Cancer Research Building. 
This addition of approximately 15,824 square feet 
will provide 19 research laboratories with necessary 
service facilities. At present there are nine clinical 
departments without laboratory space, who are hav- 
ing to do research in borrowed space. 

Construction of the new addition was made pos- 
sible by a grant of $261,000 from the U. S. Public 
Health Service, matched by a gift in equal amount 
from the family and friends of the late Mary Stamps 
Suhling. 


Vanderbilt University Alumni Club. 

The Vanderbilt University Alumni Club of Vir- 
ginia held an organizational meeting on June 9th. 
Dr. Elbyrne G. Gill, Roanoke, was elected president; 
Dr. Clyde Bailey, Danville, vice-president; and Dr. 
Waldo Wattles, Lynchburg, secretary-treasurer. 


Staff of Virginia Council on Health and Med- 
ical Care. 

Mrs. Cynthia Neel Warren has joined the staff 
of the Virginia Council on Health and Medical Care 
as Director of the Health Personnel Program. She 
will be in charge of the Council’s activities in the 
field of health personnel. For the "ast ten years, 


Mrs. Warren has been the Executive Secretary of 
the Kentucky State Nurses Association. 


Dr. Kenneth Crispell 

Has resigned his position as associate professor 
of internal medicine at the University of Virginia, 
effective September Ist, to accept a position at the 
New York Medical College as professor and chair- 
man of the department of medicine. 
Staff of Louise Obici Hospital. 

Dr. David Corcoran was installed as president of 
the medical staff of the Louise Obici Hospital, Suf- 
folk, on July 1st. Other officers are Dr. George Car- 
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roll, vice-president, and Dr. Charles Rawls, secre- 
tary. Dr. Arthur Taylor is chairman of the general 
practice section; Dr. J. E. Rawls, Jr., chief of sur- 
gery; Dr. Lawrence Statson, chief of radiology; Dr. 
Edward Joyner, chief of internal medicine; Dr. W. 
H. Rogers, chief of obstetrics and gynecology; and 
Dr. Carroll, chief of pathology. Dr. Ivan Steele is 
immediate past president. 


Dr. James B. Littlefield, 

Instructor in Surgery at the University of Vir- 
ginia, has been awarded the John Horsley Memorial 
Prize. The award is made every two years by a 
committee of the medical faculty for the best thesis 
based on research. Dr. Littlefield made a study of 
the changes which take place in the lungs when 
open heart surgery is performed, using a heart-lung 
pump. 

The John Horsley Memorial Prize was established 
in 1925 by the late Dr. J. Shelton Horsley in honor 
of his father. It consists of an endowment fund and 
a certificate of award. 


Winston-Salem Heart Symposium. 

The ninth annual Winston-Salem Heart Sympo- 
sium will be held at the Hotel Robert E. Lee, Win- 
ston-Salem, North Carolina, October 3rd. The pro- 
gram will be: Newer Diagnostic Tools in Cardio- 
vascular Disease with Dr. James V. Warren, Dur- 
ham, N. C., as moderator, and Drs. George Harrell, 
Gainesville, Florida, Frank Damman, Charlottes- 
ville, and Emory Miller, Winston-Salem, as panel 
members; Who are Candidates for Cardiac Surgery 
by Dr. Damman; Modern Techniques in Cardiac 
Surgery by Dr. W. Harry Muller, Charlottesville; 
Gluttony, Obesity, and Vascular Deterioration by 
Dr. William Parson, Charlottesville; Surgical Ap- 
proaches to Occlusive Peripheral Vascular Diseases 
by Dr. Muller; Resuscitation in Sudden Death with 
Dr. William Burnett, Chapel Hill, as moderator and 
Dr. Leonard Nanzetta, Winston-Salem, and Drs. 
Muller and Harrell as panel members; and Fats in 
Your Future by Dr. Harrell. There will also be a 
demonstration of the Flowmeter and Heart Lung 
Machine by Drs. Merrill P. Spencer, Frank R. 
Johnston and Robert Cordell. 

There is no registration fee and physicians and 
wives are guests of the Forsyth County Medical 
Society for the social hour and dinner. 


Further information may be obtained from Miss 
Anne W. Berry, Executive Director, Forsyth Heart 
Society, 235 Nissen Building, Winston-Salem, North 
Carolina, 
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Norfolk County Medical Society. 

Dr. Kenneth K. Wallace has been installed as 
president of this society, succeeding Dr. J. Frank- 
lin Waddill. Other officers are: president-elect, Dr. 
W. Wickham Taylor; vice-president, Dr. John 
Franklin; recording secretary, Dr. Meyer Krischer; 
corresponding secretary, Dr. Harry Taylor, Jr.; 
treasurer, Dr. Robert B. Gahagan; local councilor, 
Dr. Aubrey L. Shelton; speaker, Dr. W. Callier 
Salley; and vice speaker, Dr. John Thiemeyer. 
Heart Association Awards. 

At the annual meeting of the Virginia Heart 
Association, distinguished service medallions were 
presented to Dr. R. Earle Glendy, Roanoke; Drs. 
Reno R. Porter and Paul D. Camp, Richmond; Dr. 
Ernest G. Scott, Lynchburg; and Dr. R. Bryan Grin- 
nan, Jr., Norfolk. 


Urology Award. 

The American Urological Association offers an 
annual award of $1000 (first prize $500) for essays 
on the result of some clinical or laboratory research 
in urology. Competition is limited to urologists who 
have been graduated not more than ten years and 
to hospital internes and residents doing research 
work in urology. 

For full particulars, write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles Street, 
Baltimore, Maryland. Essays must be in his hands 
before December 1st. 


Dr. James M. Moss, 
Alexandria, has been elected president of the 
Medical Council of the Washington Metropolitan 
Area. He is also president of the Alexandria Med- 
ical Society. The Council is composed of the presi- 
dent, president-elect, immediate past president and 
executive secretary of each of the six medical so- 
cieties of the Washington Metropolitan Area. 


Dr. William E. Josey 

Is associated with Drs. Mason C. and William 
C. Andrews in the practice of obstetrics and gyne- 
cology. Their office is in the Medical Arts Building, 
Norfolk. 


Dr. Isadore S. Zfass, 


Richmond, has been elected treasurer of the Amer- 
ician Electroencephalographic Society. He has been 
a Councillor of the Society since 1955 and is chair- 
man of the committee on public and legal relations. 

Dr. Zfass was elected Councillor of the Eastern 
Association of Electroencephalographers at its last 
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meeting in New York and Councillor of the South- 
ern Electroencephalographic Society at its last meet- 
ing in Miami Beach. 


Appointments at Lynchburg Training School. 

Dr. Benedict Nagler, Superintendent of the Lynch- 
burg Training School and Hospital at Colony, an- 
nounces the following appointments: 

Dr. Warren V. Huber assumed duties as Director 
of Research and Training in mid April. He had 
formerly been Chief of Neurology at the Veterans 
Administration and Associate Clinical Professor of 
Neurology at the University of Colorado School of 
Medicine, Denver. Dr. Huber graduated from the 
Long Island College of Medicine and completed his 
training in neurology at the Neurological Institute 
of New York of the Columbia-Presbyterian Medical 
Center. In addition to teaching at the University 
of Colorado, he has been on the teaching staff of 
other colleges, among them being the Medical Col- 
lege of Virginia. 

In early June, Dr. Milton H. Kibbe became Clin- 
ical Director, coming from Springfield, Massachu- 
setts, where he had been in private practice. He is 
a graduate of Tufts College Medical School and 
completed his graduate training in neurology and 
electroencephalography at Columbia University and 
Harvard Medical School. Dr. Kibbe is consultant 
neurologist to the Shriner’s Hospital for Crippled 
Children. 


American Association of Medical Assistants. 

The Second Annual Convention of this Association 
will be held at the Palmer House, Chicago, October 
31-November 2, 1958. The American Association 
of Medical Assistants is made up of men and women 
employed as assistants in the offices of Doctors of 
Medicine. There are three chapters in Virginia— 
Lynchburg, Richmond and Petersburg. 

The purposes of the Association are: To inspire 
its members to render honest, loyal and more efficient 
service to the profession and to the public which 
they serve; to strive at all times to cooperate with 
the medical profession in improving public relations; 
to render educational services for the self-improve- 
ment of its members and to stimulate a feeling of 
fellowship and cooperation among the Societies; and 
to encourage and assist all unorganized medical as- 
sistants in forming local and state societies. 

Information concerning the organization and to 
assist with the formation of county and state so- 
cieties may be obtained from Miss Hallie Cummins, 
R.R.L., Chairman of the Public Relations Commit- 
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tee, Medical Record Library, Caro State Hospital 
for Epileptics, Caro, Michigan. 


Annual Scientific Paper Award. 

The Southeastern Surgical Congress announces 
its Annual Prize Scientific Paper Award for 1959. 
The best unpublished contribution on surgery or 
allied subjects will be awarded $100.00 and expenses 
for the author to attend its next annual meeting 
in Miami Beach, Florida. The second place winner 
will receive $50.00 and the third place winner 
$25.00. 

The contest is open to residents in AMA approved 
residencies in the Southeastern states, including Vir- 
ginia. 

Full information may be obtained from The 
Southeastern Surgical Congress, 1032 Hurt Building, 
Atlanta 3, Georgia. 


Society for Clinical and Experimental Hyp- 
nosis. 

The annual meeting of this Society will be held 
at the Morrison Hotel, Chicago, October 29-31. The 
program will include breakfast seminars, round- 
table luncheons, panel discussions and formal pres- 
entations. For a copy of the program and more 
detailed information, write to the Administrative 
Secretary, Society for Clinical and Experimental 
Hypnosis, 750 North Michigan Avenue, Chicago 11, 
Illinois. 


American Board of Obstetrics and Gynecol- 
ogy. 

The following Virginia physicians were made 
diplomates of the Board on May 16th: Dr. John C. 
Crawford, Virginia Beach; Dr. Thomas S. Lloyd, 
Jr., Fredericksburg; Dr. Francis R. Payne, Jr., 
Petersburg; Dr. Lucien W. Roberts, Jr., South Bos- 
ton; Dr. John R. Saunders, Lynchburg; and Dr. 
Louis N. Waters, Portsmouth. 


Doctor’s Suite Available 

In medical building at very busy, large apart- 
ment community of 10,000—with immediate sur- 
rounding area of 20,000 more. Three rooms and 
bath. This is a wonderful opportunity. Contact L. 
F. Kettell, 313 North Glebe Road, Arlington 3, 
Virginia. Phone Jackson 2-5004. (Adv.) 


Practice Available. 

Internal Medicine in Valley of Virginia, town 
of 25,000. Completely equipped office; records avail- 
able. Pay for equipment only. Excellent fully staffed 
Hill-Burton Hospital. Reply Box 933, Staunton, Va. 
( Adv.) 


Obituaries .... 


Dr. Frank Wilmore Poindexter, 

Prominent Newport News physician, died of a 
heart attack on the golf course on July 4th. He was 
seventy years of age and a graduate of the Medical 
College of Virginia in 1913. Dr. Poindexter prac- 
ticed medicine on the Peninsula for more than forty 
years, specializing in eye, ear, nose and throat dis- 
eases. He had been a member of The Medical So- 
ciety of Virginia for thirty-eight years. 

A daughter, three sisters and two brothers survive 
him. A brother is Dr. W. O. Poindexter, also of 
Newport News. 


Dr. Rolfe Louis Hillman, 

Well known physician of Emory, died June 23rd, 
having been in ill health for some time. He was 
sixty-seven years of age and a graduate of Johns 
Hopkins University Medical School in 1918. Dr. 
Hillman had been teacher and physician at Emory 
and Henry College since 1925. He was known as 
“Li'l Doc” and was the biggest booster of the College. 
He attended all sports events and other collegiate 
activities. As a token of appreciation this year’s 
edition of the college Annual was dedicated to Dr. 
Hillman. He had been a member of The Medical 
Society of Virginia for thirty-six years. 

His wife, two sons and a daughter survive him. 


Dr. Thomas Leon Grove, 

Saluda, died July 2nd, at the age of forty-four. He 
was a native of Ronceverte, W. Va., and graduated 
from the Medical College of Virginia in 1939. Dr. 
Grove began his practice in West Virginia and moved 
to Saluda in 1949. He was in the army medical 
corps during World War II. Dr. Grove was a 
Mason and was a member of a number of civic and 
medical organizations. He was school physician 
for Christchurch Boys School near his home. Dr. 
Grove had been a member of The Medical Society 
of Virginia for eight years. 

His wife, a daughter and three sons survive him. 


Dr. Charles Francis McCaffrey, 
Arlington Health Officer, died June 25th, at the 


age of fifty-two. He was a graduate of Georgetown 
University School of Medicine in 1933, During 
World War II, Dr. McCaffrey served as a com- 
mander in the United States Navy and was assigned 
to carriers. He had been a member of The Medical 
Society of Virginia for several years. 


His wife, a son and a brother survive him. 


Dr. Pope. 


Dr. Samuel Byron Pope, fifty-three years of age, died 
April 2, following a heart attack. He was a well known 
Norfolk Physician, where he had practiced for twenty-six 
years. 

A native of Norfolk, he was the son of Mrs. Mary Lee 
Pope and the late Samuel Barron Pope, and husband of 
Mrs. Lucille Ryerson Pope, whom he married in 1931. 
Besides his mother and wife, he is survived by one 
daughter and one sister. 

He attended the Norfolk Public Schools, and obtained 
his higher education at the University of Virginia and 
the Medical College of Virginia, where he received his 
Doctor of Medicine degree in 1930. After serving his 
internship at Norfolk Protestant Hospital he did his 
residence work at North County Community Hospital in 
Glen Cove, New York. He was a member of the Norfolk 
County Medical Society, The Medical Society of Virginia, 
the Seaboard Medical Society and the American Medical 
Association. 

Dr. Pope was a member of the Freemason Street Bap- 
tist Church, a Shriner of the Khedive Temple, a Knights 
Templar and a member of the Kiwanis Club. 

In his daily work and associations, he was always kind, 
gracious and dignified. He was a congenial colleague and 
a loyal friend. Dr. Pope’s untimely death is a great loss 
to the Community and to the Medical Profession, and we, 
his friends, shall greatly miss him. 

THererore, Be IT Reso_vep that the members of the 
Norfolk County Medical Society are grieved at the pass- 
ing of our friend and fellow physician, and wish to extend 
our deepest sympathy and love to the family of the late 
Dr. Pope, in the great loss they have sustained. 

Be Ir FurTHER Resotven that this resolution be recorded 
in the minutes of the Norfolk County Medical Society and 
copies sent to his surviving mother and wife, and to the 
Virginia Medical Monthly. 

W. E. Butter, M.D., Chairman 
M. F. Brock, M.D. 
S. O. Bennett, M.D. 
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when psychic 


Symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 
In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 
Dartal promotes emotional balance 

Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 

Dartal is unusually safe 

At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 

Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 


artal 


dihydrochloride brand of thiopropazate dihydrochloride 


ALE 
*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. | SEARLE | 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsiey, M.D. Douctas G. CHapMAn, M.D. 
Urology General Surgery and Gynecology Internal Medicine 


Austin I. Dopson, M.D. Fi mer S. Ropertson, M.D. 
Urology James T. GIANouLis, M.D. Internal Medicine 


General Surgery and Gynecolo 
J. Epwarp Hii, M.D. 


T. E. Stanvey, M.D. 
Urology 


Internal Medicine 
For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


Appalachian Hall Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wm. Ray GrirFIn, Jr., M.D. Mark A. GrirFin, Sr., M.D. 

Ropert A. GriFFIN, JR., M.D. Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevite, N. C. 
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Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “‘legitimately”’ sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Cross Hospital is under the direction of a-compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


" 
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Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 


Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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THE 


KEELEY 
INSTITUTE 


Dovenmuehle, “MD: Consultant in Ps hiatry 
447 W. Woshiagton St. RH. 


NORTH CAROLINA 


FOR The State Board of Medical 


CHILDREN 


Thompson Year round private Examiners of Virginia 


home and school for 


: A The next meeting of the Virginia Board of 
Homestead. infants, chitdren and Medical Examiners will be held in the Rich- 


adults on pleasant 250 mond Hotel, Richmond, Virginia, December 3, 
School acre farm near Char- 1958. The examinations will be held in the same 

lottesville. hotel December 4-6, 1958, inclusive. All applica- 
tions and other documents pertaining to the 
Write for booklet. examinations or to matters to be discussed by 
the Board must be on file in the Secretary's 
Mrs. J. Bascom Tuompson, Principal office on or before November 10, 1958. The Sec- 


. i : retary of the Board is Dr. K. D. Graves, 631 
FREE UNION VIRGINIA First Street, S. W., Roanoke, Virginia. 


anatoriusn 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, DE.D., President 
REX BLANKINSHIP, M.D., Medical Director 

ploying modern diagnostic and treat- 

JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

, AMES K. HALL, JR., M.D., Associ 

and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WiIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. DR. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


“Understanding Care” @ 


? Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 
y= Each Guest Under Care of His Own Doctor. —— 


24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-211] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Write or Phone 


Bernard Masion, Adm. TERRACE HILL NURSING HOME 19, vs 


Richmond 19, Va. 


@ Kidde ATMO Fire Detection System Equippede 
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SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


SNS \ 
4 
STAFF 
James P. King, M.D., Director 


James K. Morrow, M.D. Clara K. Dickinson, M.D. James L. Chitwood, M.D. 
Thomas E. Painter, M.D. Daniel D. Chiles, M.D. Medical Consultant 


Clinical Psychology: AFFILIATED CLINICS 


Como Man Ger ecg Hah, Cane 
Artie L. Sturgeon, Ph.D. and of., Diueheid, W. Va. 07% McCreery St 
David M. Wayne, M.D. Beckley, W. Va. 


W. E. Wilkinson, M.D. 


Don Phillips, Administrator 


Thira Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


PRICES FOR REPRINTS 
of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size % ins. Type Page 3x51 ins. 
Minimum Order 100 Copies 


100 250 500 1,000 2,000 
4 pp. $ 6.90 $ 7.60 $ 9.20 $11.25 $15.75 
oes 12.30 13.90 15.20 19.55 27.05 


12“ 18.05 20.60 23.10 29.45 43.45 
16“ 18.85 22.10 25.55 32.55 46.45 
20” 21.75 27.35 31.05 37.95 56.80 


Extra for 

Covers 7.60 8.75 12..05 14.40 21.75 
ENVELOPES: 

Printed 4.60 7.00 9.55 15.20 27.25 


Blank 1.40 3.20 5.05 9.55 19.00 


ents will 
be sent postpaid if check sent with order. 


Prices F.O.B. Richmond, Va. Shi 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 


RICHMOND, VIRGINIA 
— 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., O.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 

For further information, address 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
Manrrep III, M.D. A. StepHeNS GRAHAM, M.D. 
M. Morris Pinckney, M.D. Cuartes R. Rosins, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. Ricuarp A. Micuaux, M.D. 
B. BLaAntTon, Jr, M.D. CARRINGTON WILLIAMS, Jr., M.D. 
Frank M. BLanton, M.D. Urological Surgery: 
Joun W. Powett, M.D. FRANK Pore, M.D. 


Obstetrics and Gynecology: Oral Surgery: 
Wma. Durwoop Succes, M.D. Guy R. Harrison, D.D.S. 
Sporswoop Rosins, M.D. Plastic Surgery: 
Davip C. Forrest, M.D. Hunter S. Jackson, M.D. 


Orthopedics: Roentgenology and Radiology: 


Bevervey B. Crary, M.D. 
James B. Datton, Jr., M.D. 


Pediatrics: 


Frep M. Hopces, M.D. 
L. O. Sneap, M.D. 
Hunter B. FriscuKkorn, Jr., M.D. 


Cuartes P. Mancum, M.D. C. Barr, M.D. 

Epwarp G. Davis, Jr., M.D. Pathology: 
Ophthalmology, Otolaryngology: James B. Roserts, M.D. 

W. L. Mason, M.D. Physiotherapy: 
Anesthesiology: Miss ETHELEEN DALTON 

WittiaM B. Moncure, M.D. Director: 

Hetu Owen, Jr., M.D. Cuartes C, Houcu 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 


General Medicine 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 

WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
JAMES B. DALTON, JR., M.D. 


Ophthalmology, Otolaryngology 
FRANCIS H. LEE, M.D. 


Treasurer : 


EARNEST B. CARPENTER, M.D. 


Richmond, Virginia 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D. 


JOHN ROBERT MASSIE, JR., M.D. 


JOSEPH W. COXE III, M.D. 


Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Urology 
AUSTIN I. DODSON, M.D. 
CHAS. M. NELSON, M.D. 
AUSTIN I. DODSON, JR., M.D. 


Pediatrics 
HUBERT T. DOUGAN, M.D. 


RICHARD J. JONES, BS., C.P.A. 
Free Parking for Patrons 


. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 


JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


Pathology 
J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 


ADDRESS: 


(COMBINED) 


RICHMOND, VIRGINIA 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


JULIA WAGNER WATERS, R.N., Administrator 


Professional care offered a limited num- 
ber of charity patients. 


408 North 12th Street 
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AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE - ANYTIME 


Just a “poof” of fine NIZ spray 


brings relief 1n sEcoNDs, FOR HOURS 
nIz provides day and night relief 
from stuffy, sneezing, running noses 
and watery eyes. 


NIZisa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor NASAL SPRAY 
and decongestant. 
Thenfadil® HCI, 0.1% Supplied in leakproof,~*.s. 
- potent topical pocket size ~ “SQ 
antihistaminic. squeeze bottles of 20 cc, S< 
Zephiran® Cl, 1:5000 a 


antibacterial wetting 
(|, )xthnop tasoraronies 
New York 18, N.¥. 


agent and preservative. 


NTZ, Neo-Synephrine (brand of phenylephrine), Thenfadil 
(brand of thenyldiamine), and Zephiran (brand of benzalkonium, 
as chloride, refined), trademarks reg. U.S. Pat. Off. 
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G-E molded cassettes cost less— 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidentai opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in ¥2-million flexings that left it bonded as 
firmly as at time of manufacture! 


Prices: 5x7—$14.00 8%2—$1650  8x10—$18.00 11x14—$23.25 
7x17—$23.50  10x12—$20.00 14x17—$25.25 


Your one-stop direct source for the 


FINEST IN X- RAY 


apparatus suppli ies 


DIRECT FACTORY BRANCHES ROANOKE 
115 Albemarle St., S.E. Dlamond 3-6209 
BALTIMORE 


3012 Greenmount Ave. * HOpkins 7-5340 WASHINGTON, D. C. 
806 15th St., N.W., ¢ STerling 3-2546 
NORFOLK 


218 Flatiron Bldg, * MAdison 5-0561 RESIDENT REPRESENTATIVE 


RICHMOND LYNCHBURG 
3425 W. Leigh St. ¢ Elgin 9-5059 M. C. TAYLOR, 2455 Rivermont Ave. ¢ Phone 2-6776 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 


Voi. 85, Aucust, 1958 


> 
Ss. 
FIRE any for your complete in: needs... 
w 
CurRy ° 
THERE IS A SAINT PAUL AGENT IN YOUR 
_ COMMUNITY AS CLOSE AS YOUR PHONE © 
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Complete 


Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


11-1315 North Fourteenth Street 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


RICHMOND, VIRGINIA 


For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


in 
Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bidg. 


Exclusively Optical 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 


in good citizens and fine 
institutions. 


- One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 


and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 


Richmond Hotels Incorporated 
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THE NEW YORK POLYCLINI 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 


ANESTHESIOLOGY 


A three months full time course covering 
general and regional anesthesia with special 
demonstrations in the clinics and on the 
cadaver of caudal, spinal, field blocks, etc.; 
instruction in intravenous anesthesia, oxygen 
therapy, resuscitation, aspiration broncho- 
scopy; attendance at departmental and gen- 
eral conferences. 


OBSTETRICS and GYNECOLOGY 


A two months full time course. 
prenatal clinics; attending normal and operative de- 
liveries; detailed instruction in operative obstetrics 
(manikin). X-ray diagnosis in obstetrics and gynecology. 
Care of the newborn. In Gynecology: lectures; touch 
clinics; witnessing operations; examination of patients 
pre-operatively; follow-up in wards post-operatively. 
Obstetrical and gynecological pathology. Culdoscopy. 
Studies in Sterility. Anesthesiology. Attendance at con- 
ferences in obstetrics and gynecology. Operative gyne- 
cology on the cadaver. 


In Obstetrics: lectures, 


A four weeks 


Urology 


(The Pioneer Post-Graduate Medical Institute in America) 


UROLOGY 


Instrumental and Operative 


course in 


covering diagnostic urological procedures— 
urethroscopy, cystoscopy, endoscopy, ureteral catheteriza- 
tion, estimation of renal pelvic capacity, ureteral dilata- 
tion, pyelography, pyeloscopy, uretero-pyelography, cystom- 
etry, cystography, means of determining vesicorenal 
reflex, ejaculatory duct catheterization, collection of 
uncontaminated secretion from the seminal vesicle, 
vesiculography, urethrography, pneumography, retrograde 
cystoscopy. Lectures and cadaver demonstrations of the 
anatomy, of the urologic tract. Operative procedures 


are 


demonstrated on the cadaver. 


A COMPREHENSIVE COURSE 
IN MEDICINE 
September 15, 1958 to June 5, 1959 


A full time 
months) is 
Schoole who r 
quirements of 
aminers 


ing the 


offered to 


course cove 


equire 
certain St 


ring 


Graduates 
further tr 


ate I 


It is a Comprehensive 
ing particular emphasis on the basic sciences, 


Academic Year (9 
of Foreign Medical 
aining to meet the re- 
SJoards of Medical Ex- 
Intensive Course, plac- 
and cover- 


an 


various branches of Medicine and Surgery. 


For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St., New York 19, N. Y. 
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with BUFFERIN 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 
Rapid and prolonged relief 


ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.") 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 


te and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


— with less intoler- 


= 
release from pa 
m pain 
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Of special 


significance 
to the 
physician 
is the symbol 


When he sees it engraved 
on a Tablet of Quinidineé Sulfare 
he has the asserance that 
the Quinidine Sulfaceds produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 

(Davies, Roce) on his prescriptions 

ablers Quinidine Sulfate, he is 

assured chat this “quality” tablet 
is dispensed to his patient. 


for A 


Rx Tablets Quinidine Sulfate’ Natural 
0.2 Gram (or 3 grains) 


Davies, Rose 
Clinical scmp/e: sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


At All 
DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


PATTERSON'S 


SAFE SERVICE DRUG STORES 


Prescription Specialists 


Lynchburg, Va. Martinsville, Va. 


Altavista, Va. 
Winston-Salem, N. C. 


Danville, Va. 


Physicians’ 
Half-Price Rates 


4 years | $4.00 
3 years 3.25 


1 yeor 1,50 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 
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9, April 1956. 179. Friedman, A. P.: The treatment of chronic headache with mepro- 

Use of tranquilisers in the treatment of headache. Am. Pract. & Digest Treat. 19% 

oM.A. 16332111, March 30, 1957. 162. Friedman, H. 1 Mars 

rebamate [Miltown]- a clinical study. Am. J. Psychiat. 
Relaxant effects of meprobamate in disabilities resulting from musculoskeletal and 

453, Jnly 1956. 186. Gillette, H. E.: The effect of x 1 
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pur} 4 
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e. Ohio M. J. 5221306, Dec. 1956. 
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CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. ... 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DiURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Divrit is a trademark of Merck & Co., Ing, 


©1958 Merck & Co., Incs 


MERCK SHARP & DOHME bivision of MERCK & CO., Inc., Philadelphia 1, Pa. Qo) 
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excellent 


with 
reduction edema, 
weight, blood pressure, 
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ANY INDICATION FOR DIURESIS IS AN INDICATION FOR / 
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“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 


in the menopause 
WRITE SIMPLY... eS 


No. 880, PMB-200 


bottles of 60 and 500. 
Also available as No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobomate bottles of 60 and 500. 
in each tablet). 


AYERST LABORATORIES : New York 16, New York 


Montreal, Canada 


“‘Premarin®"’ conjugated estrogens (equine) Meprobomote licensed under U.S. Pot. No. 2,724,720 


REG. U.S. PAT OFF 


SIGN OF GOOD TASTE 


VirGIntA MepicaL MontTHLY 


50 


ethically promoted 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 


Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 

Supplied in 8-oz. containers, 2 teaspoonfuls in 2 quarts of warm water, 

douche as prescribed. 


Printed douching instructions for patients available upon request. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 


SOCIETY PRESIDENT SECRETARY TIME OF MEETING 
Accomack County .---Joseph L. DeCormis, Accomac_-Dr. J. C. Doughty, Onancock-- Quarterly 
Albemarle County __-- M. D. Foster, Charlottesville_...Dr. George Spence, Charlottesville Monthly 
James M. Moss, Alexandria____ Robert K. Wineland, Alexandria Monthly 
Alleghany-Bath Counties -- M. I. Hanna, Covington... ~ George N. Chucker, Clifton Forge_-Bi-Monthly 
Ambherst-Nelson Counties ..--Lyddane Miller, F. Thaxton, Tye River 
Arlington County Thos. A. McGavin, Arlington..Vertram C. Snyder, Arlington__..__ Monthly 
Augusta County . K. Weems, Waynesboro___. William C. Smith, Waynesboro... . Quarterly 
Bedford County H. Robinson, Bedford........0. B. Darden, Bedford___- 
Botetourt County ....M. S. Stinnett, Buchanan._.....E. L. Coffey, Buchanan 
Buchanan-Dickenson Counties _.. Thomas McDonald, G undy J. S. Richardson, Grundy . Monthly 
Charlotte County _Stuart Wilson Tuggle, Keysville. Thomas Watkins, Drakes Branch 
Culpeper County -J. Bernard Jones, Culpeper_...James P. Baker, Culpeper_..___.... Monthly 
Danville-Pittsylvania ....-Samuel Newman, Danville . Monthly 
Fairfax County ....Thomas E. Haggerty, 
Falls Church Andrew Tessitore, Vienna Monthly 
Fauquier County .._.Evan H. Ashby, Jr., Remington_James L. Dellinger, Wa’ renton__ Monthly 
Floyd County _....J. C. Rutrough, Willis F. C. Bedsaul, Floyd 
Fouth District ..Robert Keeling, South Hill .Clyde W. Vick, Jr., Petersburg..__ Five times a year 
Fredericksburg T. S. Lloyd, Jr., Fredericksburg. W. T. Liddle, Fredericksburg. Monthly 
Halifax County William R. Watkins, 
South Boston John R. Frierson, South Boston. CQuerterly 
Hanover County iets John D. Hamner, Jr., Ashland_.Claude K. Kelly, Mechanicsville October 
Hampton ._..Frank Kearney, Phoebus.......Helen Dorsey, Hampton. ..---Quarterly 
Hopewell . P. Moore, Jr., Hopewell P. Youngblood, 
James River Snead, 4 J. H. Yeatman, Fork Union- ....-Quarte ly 
Lee County ; Beryl H. Owens, Rose Hill H. A. Kinser, Pennington Gap_...- Quarterly 
Loudoun County - John D. Wynkoop, Leesburg.... Robert A. Orr, Leesburg_.....--.-- Monthly 
Louisa County Griffith B. Daniel, Louisa_.__...A. R. Southall, Louisa .....--Only call meetings 
J. E. Haynsworth Lynchburg... Lewis F. Somes, Lynchburg ...Monthly 
Medical Society of Virginia__..H. C. Bates, Jr., Arlington.....R. I. Howard, Richmond ‘ Richmond, October 12-15, 1958 
Mid-Tidewater A. W. Lewis, Jr., Aylett.......M. H. Harris, West 
Newport News ____ Floyd Nesbitt, Newport News_John Q. Hatten, Newport News-._. Monthly 
Norfolk County K. K. Wallace, Norfolk Meyer Krischer, Norfolk ........-.- Semi-Monthly 
Northampton County --_-_- .H. L. Denoon, Jr., Nassawadox.John R. Freeman, Cape Charles Quarterly 
Northern Neck _.....Horace Kerr, Colonial Beach.._..M. B. Lamberth, Kilmarnock ....Quarterly 
Northern Virginia __ . M. J. W. White, Luray Dennis P. McCarty, Front Royal. Three times a year 
Orange County -....._._.__.._.._.._._David H. Miller, Orange_._._.-_J. G. Bruce, Jr., Gordonsville ...Call Meetings 
Patrick-Henry Counties -....__.Lester A. Faudree, Bassett George W. Curwen, Fieldale.._....Quarterly 
Portsmouth - Paul W. Robinett, Portsmouth..Harry D. Cox, Portsmouth Monthly 
Princess Anne County_- _...Herbert Swertfeger, Va. Beach_Julian A. White, Virginia Beach... Monthly 
Richmond lions _.Webster Barnes, Richmond Patty R. Boatwright, Richmond Semi-Monthly 
David S. Garner, Roanoke_..._. Peter A. Wallenborn, Jr., Roanoke_. Monthly 
Rockingham County George Nipe, Harrisonburg Catherine Craun, 
Rockbridge County Brooke B. Mallory, Lexington..O. Hunter McClung, Lexington_._. Monthly 
Russell County ..Robert F. Gillespie, Lebanon._._.W 
Scott County ..W. L. Griggs, Jr., Gate City_.._G. 
Smyth County Sake . D. Campbell, Saltville........... Quarterly 
Southwestern Virginia illiam 8S. Credle, Bristol, Tenn... Semi-annually 
Tazewell County . Quarterly 
J. W. Lambdin, H. McNeely, Quarterly 
...John K. Webb, Greenville, S. C..R. B. Davis, Greensboro, N. C February 
Va. Acad. Gen. Practice-- . Linwood Ball, Richmond __.R. G. McAllister, Richmond . May 7-10, 1959 
Va. Sec. Amer. Col. Chest Phys... Edward S. Ray, Richmond Charles G. Pearson, Charlottesville..October 
. Sec. Amer. Col. Phys.._.....T. Dewey Davis, Richmond William H. Harris, Jr., Richmond... March 
. Diabetes Assoc = Robert C. Crawford, Roanoke__ Robert S. Hutcheson, Roanoke May 
. Ob-Gyn. Soc..-...-.-. Paige E. Thornhill, Norfolk.._.Brock D. Jones, Jr., Norfolk Semi-annually 
. Orthopedic Soc._- ...J. H. Allan, Charlottesville R. H. Fisher, Roanoke 
. Pediatric Soc. Harry D. Cox, Portsmouth._._...0. Watts Booth, Newport News_-..Semi-annually 
. Peninsula Soc O. J. Legg, Warwick B. H. Inloes, Jr., Hampton ~~ except June, July 
ug. 
. Neuropsychiatric Soc Thomas F. Coates, Richmond._..W. D. Buxton, Charlottesville April & October 
Radiological Soc.......--..Wm. H. Whitmore, Norfolk..._Frank Kearney, Phoebus Semi-annually 
. Soc. Anesthesiology Campbell Harris, Jr., Richmond___.Semi-annually 


. Soc. of O. L. & O. M. K. Humphries, Jr., October 
Charlottesville 
. Soc. of Pathology.-_..----- Karl Menk, Staunton George J. Carroll, Suffolk_.........3 times a year 
. Surgical Soc Guy W. Horsley, Richmond.-.__ Robert Payne, Jr., Norfolk 
Va. Urological Soc _.Richard Lowe, N. Buck, Jr., Lynchburg... October 
Washington County David M. Brillhart, Abingdon._..James M. Suter, Abingdon 
Williamsburg-James City Linwood Farley, Williamsburg.B. E. Roebuck, Williamsburg _. saa oy except for June, July 
ug. 
Wise County Gordon E. Shull, Big Stone Gap__.. Every other month 
except Aug. 
Wythe-Bland E. C. Lanz, Wytheville... ..........Monthly 


Quarterly 
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® Meat patties stay tender when crushed corn 
flakes and water are added to the finely ground 
beef. Salt and a hint of thyme or marjoram give 
savor. Fish soufflé is a delight when the top is 
crisped with cracker meal and butter. 
Vegetables such as tender, young string beans, 


peas, beets, and carrots may be cooked and 
served whole—otherwise puréed. Potatoes may 


Variety in taste and texture of foods 


must become your patient’s “Spice” 


The Bland Diet 


If you'd like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N.Y; 


—and, with 
your consent, 
a glass of 
beer for a 


morale booster 


be boiled, baked or mashed. Molded gelatin 
salads are pretty to look at—better to eat. For 
dessert, perhaps applesauce added to whipped 
lime gelatin, and topped with custard sauce. 


And with a glass of beer*—at your discretion 
—your patient will find his diet interesting and 
ample without straying from instructions. 

*pH—4.3 (Average of American Beers) 


United States Brewers Foundation yy: 
Beer— America’s Beverage of Moderation 4, 
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e postoperatively 

e in pregnancy when 
vomiting is persistent 

e following neurosurgical 


diagnostic procedures 


fo ir e in infections, intra-abdominal 


disease, and carcinomatosis 


e after nitrogen mustard therapy 
nausea 
Zs 
and vomiting 


VESPRIN 


Squibb Triflupromazine 


e provides prompt, potent, and long-lasting control 

« capable of depressing the gag reflex 

e effective in cases refractory to other potent antiemetic agents 
e may be given intravenously, intramuscularly and orally 

e no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral eolution — 1 ec. ampuls (20mg./ce.) 
Oral tablets — 10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


Squibb Quality — The Priceless Ingredient 
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WEIGHT REDUCTION: Obese patients may|resist dieting 


them hold the diet line by giving them 


a more alert, 


because fear Idsing the e 


brighter outlook. {THOUT JI 


duces less cardiovascular effect than amphetamine. |n AmBAR jit is combined with ju 


EXTENTABS provide 10-12 hours of app 
10.0 mg.; phenobarbital (1 gr.) 64.8 
chloride, 3.33 mg.; phenobarbital (14 


WEIGHT REDUCT ION WITHOUT JITTERS AMBAR 


tite suppres: 


ion in controlled release, 


security often involved in overeating. helps 
Methamphetamine, a potent cns augmenter, pro- 
t enough phenobarbital to prevent overstimulation. AMBAR 

xtended-action tablet: methamphetamine hydrochloride, 


ig. AMBAR TABLETS for conventional dosage or intermittent therapy ¢ontain methamphetamine hydro- 
.) 21.6 mg. a H. ROBINS COMPANY 4INC., Richmond, Virginia, Ethical Pharmaceuticals of Merit Since 1878 


| | 


methamphetamine and phenobarbdita! 
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SENSITIZE 


USE 


POLYMYXIN B~BACITRACIN OINTMENT 


Wille 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TriaMinic brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.id. because of the 
special timed-release design. 


first—3, to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 
Pyrilamine maleate 


50 mg. 
25 mg. 
. 25 mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


Triaminic 


SMITH-DORSEY «a division of The Wander Company Lincoln, Nebraska « Peterborough, Canada 
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For Pain ...give real relief: 


Aspirin 
Phenacetin 
Caffeine 


200 mg. (3 grains) 


Demerol hydrochloride... 


1 or 2 tablets. 


150 mg. (21/2 grains) 
30 mg. (2 grain) 
30 mg. (1/2 grain) 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 
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Narcotic blank required. 


Potentiated Pain Relief 
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a more 
effective 
nasal decongestant 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


for prompt, | Realistic dosage of the potent vasoconstrictor, 
more complete, phenylephrine hydrochloride, combined with the 
dependable antihistamine, pyrilamine maleate... 


day-and-night relief in the 


for mutually enhancing, oral efficacy in 
common cold 


clearing stuffy nose, combatting allergic turgidity, 
nasal allergies draining clogged sinuses, relieving postnasal drip. 


sinusitis | patients breathe easier, 
feel so much more comfortable 


in in 
NADEC provides each tablet | each TDC* 


Phenylephrine HC! U.S.P. 10 mg. 15 mg. 
Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 
*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children 1 tablet, p.c. 


PAGE 805 or | capsule b.i.d., 12 hours apart (adults) 
SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from... T.D. Capsules 


THE TILDEN COMPANY NewlLebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America * Founded 1824 


Voi. 85, AuGust, 1958 
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cach @f these indications 
@ tr@agquilizer... 


SR is a cardiac paticnt. His doctor 
put him on ATARAX because (4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (#it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10,25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


’ gives you an 
extra benefit 


Now York 17, New 


VirGIntiA MepicaL MoNnTHLY 
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Alseroxylon less toxic than reserpine 


..alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 
Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 


tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alserozylon, a Compound Con- 


taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 
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just two tablets 


at bedtime 


Rauwiloid™ 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


Riker 


When more potent drugs are needed, prescribe preps 


Rauwiloid® + Veriloid 
alseroxylon 1 mg. and alkovervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseroxylon | mg. and hexaomethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 
Both combinations in convenient single-tablet form. 
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A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: ‘Compazine’ 


Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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